TO HOSPITAL OR AITENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH 
~—— eet 2 ees RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 00408 


ling physician. = 
After this certificate has been signed by the attending physician a 
‘it permit. 


18. CAUSE OF DEATH [Enter only ona cause par lina for fa), (b), and (c). i 
PART I. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


(Yas, no, or a os Pagel Zor O8- 03 Pugh 4 L preys Pont. 


IMMEDIATE CAUSE (a)__ LO aon intact tials coe —— 
DUE TO 
Conditions, if any, which (bo) 


gave risa to immadiate causa 
{a), stating tha underlying 
epusa last, te) 


s — = — J 

<j ft 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where daceesad lived, If institution: Residanca bafora admission) 

. 2 3, COUNTY a. $1 b, COUNTY 

5 ge 2 MARYLAND } hed Saal 

= b. CITY OR TOWN [if eutside corporate limits, ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (If gisida eorporsig limits, writa RURAL 8nd give neerest town) 

as bes Zoe RURAL and giva Pig ay 

irae ae MWe 

= R d. C2 PE E oe), Sieitl OR INSTITUTION (it not in hospital, give streeVaddress) STREET ADDRESS, 3 . 1S RESIDENCE 

ee f= ON A FARM? 

7\e Vhtafefn ae aS, At seg YES [| No [&} 

2 . Gea First 7 Middle < ae Weleds fae ~~ Month Day Yaa 

g 28 ! @, 

g fas (Type or prim) Os thes RUT ALBER 7 DEATH AN. 77 26 

ae 3 3 . 6. COLOR.OR RACE) 7, mARRIED [_] NEVER MARRIED 8, DATE OF BIRTH 9. AGE (In years [IF UNDER YEAR) IF UNDER 24 

Ste Bee lost ile Months| Days | Hours | Mi 

a $e _ hy WIDOWED [] —_ivorceD [] Z SEF O 78. 3 

8 22 Jos. USUAL OCCUPATION (Giva kind of work | 10b, KIND OF BUSINESS OR IN RTHPLACE (County & Stata, or feraign Ser 12, CITIZEN OF WHAT COUNTRY? 

fe oo done during mpst of working life, avap if rafirad) ~ 

as /2 psf, 

8 £f5 4 / im 
oe S. FATHER'S NAME y ye 

€ 35 

2 54 {22 Sale 

3 3a UL a ati 4 

2 § 15. WAS DECEASED EVER IN U.S. ARMED FORCES? MK Eh SECURITY NO|| 17, INFORMANT, Address ANT an . 

= a 

0 

£ Q 

8 

£ 

5 

o 

fs 

= 

| 

a 

= 

= 


DUE TO 


Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. PC RNC 
e f 

3 A ye ed e iinet Milt Dacas ves [} No [Th 
= 20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nani ‘of injury in Part | or Part Il of item 18.) ie a 
fg | OR CONTRIBUTING [] CAUSE OF DEATH 

& | (F EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, * 20f. (City or town) (County) Grate) 

Ss fier win: While __Not While factory, streat, offica bldg., atc.) 4 

= ain 19 et work [_] at work ' 


2 


certify that (I) (this hosp a attended the deceased fro Bcd: 4, that (1) (we) last 


saw the deceased alive on. Deen GY, and that death occurred yi , from the causes and on the date stated above. 
22a. ge 22b. DATE 


4c 


ATTENDING. STAFF SIGNED 
Mp. | PHYS. ee CO ers. [} Ves Js. 


22d. ADDRESS 


22c. fa es 


Rae Se S. tpebrmrnn ta, nd. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


death. Page 4 may be retained by the hospital or attend. 
director, page 3 should be detached for use as the burial-trans' 


VR AIS (4) 
20M 5-63 


238, BURIAL, CREMATION, Le DATE THER 
Casa (Specify) rai 


ee NAME OF CEMEJERY OR CREMATORY 


24 FUNERAL DIRECTOR'S if Ul Ag Ee 


3 / Lit tuted 2 Hi pat 


HE 


xecuted within 24 hours after death. If any delay is necessary, 


writing the word “pending” in pencil in Item 18, Give Pages 1, 2, and 3 to the funeral direc; 


TO DEPUTY @... EXAMINER: This certificate should be e: 


1 
FOR STATE 
ALTH DEPT. 


or. Pag 


a burial-transit permit. File pages 1 and 2 with the State Deb 


xaminer’s Office along with form PM3. Page 5 may be retained for 
cremation, or removal, and in any event within 72 bé 


4 should be forwarded to the Chief Medical E. 
TO FUNERAL DIRECTOR: Page 3 should be used as 


please execute the certificate, 


Health or its desi 


VR AISME 
5M 1/63 


jgnated agent, prior to burial, 


MARYLAND STATE DEPARTMENT OF HEALTH 
0 Biyseret STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ai 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH QO409 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If instilutlon: Residenca before admission) 
¢- COUNTY e. STATE b. COUNTY 


Carrol l MARYLAND 
b. CITY OR TOWN (if outsida corporate limits, ¢, LENGTH OF STAY IN 1b ¢. CITY OR Town if LEA a limits, write RURAL aE rel. fown) 
write RURAL and give neeres! town) 


Life é Westminster 
4. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) d, STREET ADDRESS @. IS RESIDENCE 
ONA a 
4 ‘st = a {Re),.. 0 = yes [_] NO 
. NAME OF 2eDe First Middle =< cae 4. DATE Month ~~ Day Year 
DECEASED OF 
ge a ecto BARBARA JO BECHTEL DEATH January 23. 19 6h 
5. SEX 5 COLOR OR PACE) 7, paannieD [-] NEVER MARRIED [-]] & DATE OF BIRTH 9. AGE (In years [IF UNDERT YEAR| IF UNDER 24 HRS, 
last birthday) (Wonths| Deys | Hours | Mi 
Female White wioowto f-] —vivorco[]| 8/13/1961 oi 


10a, USUAL OCCUPATION {Give kind of work 
done during most of working life, even if retired} 


Not 
13, FATHER’S NAME 


Edward Bechtel 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgiveweror detesof service) 


10b. KIND OF BUSINESS OR INDUSTRY 


Nothing 


Ti, BIRTHPLACE (State or foreign eountry) 
Hanover, Pa, 
14, MOTHER'S MAIDEN NAME 

Mary Jo Anderson 
17, INFORMANT Address 
Edward Bechtel, Westminster, Md, R. D. 1 


a INTERVAL BETWEEN 
ONSET AND DEATH 


12, CITIZEN OF WHAT COUNTRY? 


UsSehe 


16, SOCIAL SECURITY NO. 


None 
18, CAUSE OF DEATH |Enter only one eause par line for (e), (b), and (c}.)_ 


PART L. DEATH WAS CAUSED 8Y, FE 
IMMEDIATE CAUSE (a) Generalized Peritonitis 


t DUE TO 


Conditions, if any, which (\__Rupture_of Appendix c ss 


geva risa to Immediais cause 
(a), steting the undarlying DUE TO 


bho \_Appendicitis. 
PART il. OTHER SIGNIFICANT CONDITIONS H 


20a. EXTERNAL CAUSE WAS. 

PRIMARY [} or CONTRIBUTING [] 

CAUSE OF DEATH. 

20c. TIME OF INJURY Month, Day, Yeer 
Hour a.m, 


BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[e)| 19. WAS AUTOPSY 
PERFORMED? 


yes FQ No [>] 


20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in Part | or Part Il of item 18.) 


200, PLACE OF INJURY (Homa, farm, | 20f, (Clty or town) (County) (State) 
While Not While factory, street, office bldg., atc.) | 


fhe 19 jat work [_] at work [_] 1 
21. 1 certify that 1 took charge of the remains ibed above, held an Autopsy [xd. Inspection im Inquiry Oo and in my opinion 
death resulted from: Natural causes ie Accidgént GB Suicide [ah Homicide im Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [~] 


‘20d. INJURY OCCURRED 


MEDICAL CERTIFICATION 


ACTUAL 
Bera ne pa.p, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
Ce DEPUTY MEDICAL EXAMINER [_] 1 /23 /bb. 
NAME (Type) Charles S,_ LD. Address (Street, elty, town, or county) 

72a. BURIAL, eon ‘22b. DATE THEREOF 226. IE OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stete) 
REMOVAL (Speci 
Burial Pleasant Grove Cemetery | Pleasant Grove, Balto. Co.Md- 

ER ‘ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


Littlestown, Pae 


in 24 hours after & 


e 


‘CTOR: After this certificate has been signed by the attending physician and completely Tr 


I! or attending physician. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


TAL 
ie retained by the hosp 


death. Page 


TO HOSPI' 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Z 00421 CERTIFICATE OF DEATH 004 i0 
2 ———— 
2 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence betore edmission) 
2 a COUNTY a. STATE b, COUNTY 
‘2 Carroll ___maavianp || Meljrre) |. ts ae Ba 
= B. CITY OR TOWN {if outsida corporete limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, writa RURAL and give nearast flown) 
B x write RURAL and give nearest town) 
« inksburg_ mebe : _X Finksburg_ _ es 
. NAME OF HOSPITAL OR INSTITUTION {if no! in hospital, give sireat address) | & STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 
ethel Road : _ | Bethel Road _| ves (] No fx} 
3. NAME OF er “First 7 Middle Cast "| 4. DATE Month ‘Day Yer oo 
5 = OF - . 
Tmo Caey ALE BDz as beara Ipinignsd M0 96 
ee "| 6. COLOR OR RACE! 7 ARRiED LI NEVER MARRIED | “DATE OF BIRTH |9. AGE (In yeors /IF UNDER 1 YEAR| IF UNDER 24 HRS. 
al ere tac last birthday) [Months] Deys | Hours | Min. 
Male White | wrowef]  oworcto COUNE 2S fi 196 A, fy yrs. | 


We. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) a 
None Baltimore , Md. USA 
13. FATHER’S NAME nL | 14. MOTHER'S MAIDEN NAME — = ae 
J. Randle Biden | Evelyn Harris 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17, INFORMANT : ~ Address 
(Yes, no, of unkown) | (Ifyesgiveweror detes of service) 4 
_= "None. — | Mr. J.Randle Biden Finksburg, M ; 
18. CRUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] : —* Lib matte 
PART I. DEATH WAS CAUSED BY, Ta 2g py ye mn Dey 
IMMEDIATE CAUSE (e)__ Hor SY cca Ad I WOCHA D 04 |W RS 
AF DUE TO 
edie if ony, which (b)__ 


gevo rise to immediete ceuse 
{e), steting the underlying DUE TO 
cause last, (a 


he burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


z PART Hl OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)] 19. WAS AUTOPSY 
+4 EI 
g 
O\s beni 2 ae s ives LEH ENOMEE 
© [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert Il of item 18.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
© PF EITHER, NOTIFY MEDICAL EXAMINER) 
< 0c TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) ~ (Stete) 
= Hetaearn While __ Not While factory, street, office bldg., etc.) | 
= p.m, 0 jot work ‘et work i 


2. I certify that (I) (this hose attended the oops from... ALES RAS, 96R 10... heehee Sb beSe Zi, that (1) (we) last 
saw the deceased alive on... Avge #1196 and that death occurred at7 yar M, from the causes and on the date stated above, 
22a, SIGNATURE F = va er 22b. DATE 


a4 oi £ ATTENDING MED. STAFF SIGNED 
Wb ton ee A, Za ae mp, | PHYS uw pimecror [J pHs. [J] Milo 


fered 


rE 
director, page 3 should be detached for use as t! 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


g 22c. PHYSICIAN'S OLS ADDRESS - 4 
é | PEMA type) [FRIDECE RD. WES TH AWSTEE®, AD, 
E ‘23a. BURIAL, CRERATION: 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY Lt LOCATION (City, town or county) {Stete) 
REMOVAL (Specify) : x 
fe) \ Burial. Jan, 1h, 196), Evergreen Memorial Garden Finksburg, Md. i 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Se, REC’ Y_ BEGIST! “166: REGIST! YS SIGNATURE 
15M 7-62 N) J. F, Eline & Sons Reisterstown, Md. DATE JANT S864 big Jucge. 
= == —=> = 


@ Wy 
\ 


that the death certificate be executed within 24 hours after 


in. 


quires 
phy: 


The law re 


TO HOSPITAL OR AITENDING PHYSICIAN: 


YR AIS (4) 
20M 5-63) 


death, Page 4 may be retained by the hospital or attending 


filled in by the 
Pages 1 and 


fours after “ne 


After this certificate has been si 


director, page 3 should be detached for use as the bur 


be filed with the State Dept. 


TO FUNERAL DIRECTOR 


gned by the attending physician and <omplef® 


I-transit permit. Then please remove carbion 


er: 


ial 
. of Health prior to burial, cremation, or removal, and 


MARYLAND STATE DEPARTMENT OF HEALTH 
a ii OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


is TE OF DEAT 
i2 CERTIFICATE © DEATH | 00413 


tiem} 


1, PLACE OF 


COUNTY . reset RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
e. 


b. COUNTY 
LoS MARYLAND 


b. CITY OR TOWN (if outside corporete limits, |e. LENGTH OF STAY IN Ib é N (IF outside corporate limits, write RURAL and give neorest town) 


write va, and give nearest an ZL J, 
‘d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addres) f A 7 e. IS RESIDENCE 
ON A FARM? 
Card i Kuidud Be P22hM beazr A SSE SEE 
3. NAME OF ae ay oe Middle: - ee oa a Dey ‘Yeer 


DECEASED AL BERT Bi ue DEATH yf. 16 1964 


(Type or print), WY yi 7 
5. SEX . 6. COLOR OR RACE|7. MARRIED FERRE VER MARRIED B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= O lest bitthdey) | hionths Hours | Min. 
widowed [_} bivorctD [_] 


ltl, | $7. 
We. USUAL OCCUPATION (Give kind of saa Ble KIND OF BUSINESS OR INDUSTRY 13. Daye ity & State, or forsigh country) 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even 77) rej 
Pde J Capel F,) do SHA. | Ur SeQ- 
| 14. MOTHER'S MAIDEN NAMI L 


ee ON d /LiflabAl! LI TY 
ie WAS saan lepton (Ses Fe ‘| CES? f 16, JAL SECURITY NO.| 17. INFORMANT Address 
mail cares heen ie ion gg 


hin 72 


Days | 


te 


in any even! 


a 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b], end (c). INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) Nate ye EO ler ‘Ss oeercl . 


, DUE TO 


Conditions, if eny, which om edeuclable ele Lelie Fa 


gave rise to immediete cause 
(¢), stating the underlying { OUETO 


{e) 


Zz PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}/ 19. WAS AUTOPSY 
Q = ‘ORMED 
Ay < YES No [] 

= | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter neture of injury in Pert | or Pert II of item 1B.) 

& ] OR CONTRIBUTING L] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

< |/20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. [City or town) (County) (Stete) 

3 aor tea While Not While fectory, street, office bldg., etc. | 

= ee 9 et work [] at work [—] i 


21. I certify that oD) (this iy al V7 the deceased from... on that (1) (we) last 


9 RL, and that death Re at , from the causes and on the date stated above. 
22b. DATE 


saw thesdeceased "alive on.. 


22d. ADDRESS 


22. att 
4 NAME (Type) 


: Pe es a ATTENDING STAFF * SIGNED 
a PE-G-Ee) mp. | PHYS. a 0 pays. 


~ 


230. BURIAL, CRE, | 23b. DA’ psf As NAME OF CEMETERY OW CREMATORY 
OVAL (Spetity) 7 


INERAL "22g $s ie URE DDRESS. 


; y ial 
at Pye 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=f 00423 CERTIFICATE OF DEATH > 
= oo Tiom 2Fi mG 44 dle. 
£2 1. PLACE OF DEATH fe oféss RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
= 52 e. COUNTY 
a & : e. STATE b. COUNTY 
ss Carroll Eiko Maryland Montgomery J 
ae, b. CITY OR TOWN [if outside corporate limits, ‘c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest a 
= ule RURAL na dygive nesses! town) X ot 
et yes ve hyr,6mo,7das | _ Siler, ease Maryland Kensington 
= a d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streel eddress) ~~ d. STREET ADDRESS Drt ae @. IS RESIDENCE 
x a u avenue ‘ON A FARM? 
ae | _ Springfield State Hospital Aadens, Yur sing Hom ves] NOE] 
a 3. NAME OF First Middle “4 DATE “Month Dey Year 
aan DECEASED 
Fee pees ota) BERTHA MAUDE POOLE BOWMAN DEATH JANUARY 8 19 64 
oe 5. SEX” 6. COLOR OR RACE) 7, aRRieD [] NEVER MARRIED [] | 8 DATEOF BIRTH 9. AGE (in years |IF UNDERT YEAR| IF UNDER 24 HRS. 
Bes ee "Months| Deys | Hours | Min. 
Ba: female White | wows fF] owvorceo x} | 8-2-82 a | | 
5 1a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR EEL) Ti. BIRTHPLACE (County & Stale, or foreign a 12, CITIZEN OF WHAT COUNTRY? 
cc] done during most of working life, even if retired) UeSeA. 
Housewife 47 Hervé | North Carolina SoA 
13, FATHER’S NAME "| 14, MOTHER’S MAIDEN NAME 


Daniel Wilson edn 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewpfor delessf service) 
no or 


Regina Williams 


;. SOCIAL, SECURITY NO.|_ | 17. INFORMANT | Address 
" WarE | Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).]_ ~~) INTERVAL BETWEEN 
ONSET AND DEATH 


TTENDING PHYSICIAN: The law requires that the death certificate be executed 
| or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 an 


- 
6 
E> 
> 
£5 
ages 
£o9 
7 i= 
eo 
2£5— 
ses 
22 
a 
2es PART I. DEATH WAS CAUSED BY: 
gae Hwas cAusioey: Bilateral bronchopneunonia : FA days 
vo 
aes by a0 RK DUE To 
“4a G 
ets§ Conditions, if eny, which (b) 2 27), 2% 
8B5 geve rise to immediote ceuse 
aed (0), steting the underlying DUE TO 
fos couse lost ©) oe ot. ss 
3 3 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e); 19. Was autonsy 
2 6 gsi Co EAA toad 

Bees %| Auto nephrectomy due to calculi in left kidney pelvis. shee no [] 

28 ies & 200. ACCIDENT aS UNDERLYING” aie 20b. DESCRIBE HOW INJURY OCCURED. (Enier nelure of injury in Perl | or Pert Il of item 18.) “ha a 

@ & | oP CONTRIBUTING [] CAUSE OF DEA 

227s G | (F EITHER, NOTIFY MEDICAL EXAMINER) 

3s 2 3 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) —~=—«{Stete) 

gan A eee Mernis While __ Not While fectory, street, olfiee bldg., ete.) | 

3 ae = = ie 9 et work [] et work [_] i 

AM a —_— ‘ 

BO8e 21. | certify that (I) (Ihis hospital) attended the deceased from... AAROAXR...1= 19.59 t0.......028s Gly that (1) (we) last 
m29 2 saw the deceased alive on........% 4! 6h. . and that death occurred at LP eM, from the causes and on the ite stated above. 
¢@ od gee ea! ATTENDING MED. STAFF mele 
aes mop, | PHYS.  []_ Director [-] Puys. January pe 198) 

5 oi = Brera EY SIGAN ms, = 22d, ADDRESS . = 
a = NAME (Type) 
ray 
BOB ey Tise Kanm, M. De _|___....... Sykesville, Maryland. s 
Lee = 23e. Sov CREMATION, a YATE THEREOF 2 NAME OF CEMETERY OR CREMATORY 23g LOCATION ey Yown oF county) 
Yor BP 
oto 8 VA ssi [Zev d4ew, Phere? C71, AGES ae 
7 Oe ais th NOE 2Se. REC'D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE mom 


1SM 7-62 


24 7F L DIRECTOR'S SIGNATURE ADDRESS 
VI ies 5 RS, Lite, 512, IO, 


DATE N 15.19 4 ire senibeg Nudge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00424 CERTIFICATE OF DEATH 00412 


1 PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institullon: Residence before edmission) 
@. COU 
@. STATE b. COUNTY 
Carroll MARYLAND Maryland 


b, CITY OR TOWN (if outside corporate limits, 
writa RURAL and give neerest town) 
Sykesville 
d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give streat address) 


¢ funeral 
oul 


“ec. LENGTH OF STAY IN tb ~ ¢, CITY OR TOWN (if outside corporata limils, wrila RURAL and give nearast town) 


11 Mo. 4 Da, Baltimore 7 
= 2 Sd, STREET soos BSS, ST af ag sR 
2926—Harioad—Read 


in by th 


By ¥ ‘A FARM? 


The law requires that the death certificate be executed within 24 hours after 


Fi¥ _ Springfield State us ai 2 - ves [] No fd 
£ ‘o cp pies oF. 7 First ~ Last a DATE Month — Year 
- 3 
3 ac {Type or prin) MARY BRANDY DEATH Al 9 19 64 
ug = 5. SEX . 6. COLOR OR RACE B. DATE OF BIRTH 9, AGE {I IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Dat 7, MARRIED [_] NEVER MARRIED [3g RSet year Tene Ba ae ee MRS 
Cc 2 Ie 
82 Female White | woowe[]  oworceeo[]| 2/8/85 78 ym. | | 
£oo - 
> Ms ls a a 
a > 10e, USUAL OCCUPATION (Give kind of work 3Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
G o done during most of working life, even if retired) 
Bs? Unknown Unknown Unknown i U.S.A. 
a 2c 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME ; 
ag 
see Unknown Unknown 
Vas 
Ss 5 aa 1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT = Address 
ale (Yes, no, or unkown) | (Ifyes give waror detes of service) ’ , 
see No 218-32-4374 | Hospital Records Sykesville, Maryland_ 
eTe6 18. CAUSE OF DEATH “JEnter only ona cause per line for (8), (b), and (€).] et ¥ = <a | INTERVAL BETWEEN 
SSeS EF Cxuerriny, a ONSET AND DEATH 
eas, PART I. DEATH WA‘ 
aya Ss IMMEDIATE Cause)‘ Thrombophlebitis of 3 inferior vena cava day 
G5 2 ae / DUE TO ake 
Bebe Conditions, it eny, which Infected decubitus ulcers we 
3 pee jee eee 2 SSS | ee 
3 geve rise to immediete ceuse 
22 5— (cr aetng ‘he anawtning f CUETO Coronary artery insufficiency years 


sa Jeet (©) placs 2ar'S 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 


tached for use as the burial-transit 


o 

5 

gis 

ae Ne 
ae ie 3 , : ; . PERFORMED? 
BE e545 CBS with cerebral arteriosclerosis with psychotic reaction. Yes no [] 
2e75 & [ 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part I or Pert Il of item 18,) 

iets & | OR CONTRIBUTING [-] CAUSE OF DEATH 
£its © | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Bs 2 & | 20e. TIME OF INJURY Month, Day, Veer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, Ferm, ; 20. (City or town) (County) {Slate} 
VE ou a Hour em. While __Not While fectory, street, office bldg., ete.) | 

2 3 ° = cane 19 et work at work t 
gals 
cogs ROD. ce whe 9 OF W.ccuy that OK (we) last 
BOS 2 saw the deceased alive on...,< wy and ‘hare death occurred af nae Ee the causes and on the date stated above. 
>a 2S T 3 22b. DATE 
fave eh ATTENDING MED. STAFF one 
~ ae M.D. | PHYS. [Eq pirector [] Prys. Gt 1-9- 

as vs, 22c, PHYSICIAN'S * 22d, ADDRESS - 
au oF | eae ee ME eeeees M.D. Springfield State Hospital 

S252 
ePte 23eC BURIAL, CREMAT R fON, | 23b. DAJE THER 23¢. NAME OF CEMETERY 23d, LOCA (City, town or co {Stete) 
pe REMG peri) 7. 13/¢ oF oe, 0) e cw ie) 
ae} Q~ Ew ath naw 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Hetre ae 


peng feo NATURE ADDRESS y 9 250, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VR AIS. (4) SS ih A wo fit hdl a Ye ve 
20M $63 ae Lie peel as Lat. patt_JAN dts) os Corbog 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, marnay: 4 


4 CERTIFICATE OF DEATH 


en Oetavde vA. Pain, HDs (are Sykesville, Maryland 


os TAL, CREMATION, FQ3b. DATE THEREOF pre CEMETERY OR CREMATORY 
OVAL 4Spegity} “Ch, 
f Moora AY ey: L Gee Je met te: Cfirk 


25a. REC’D BY REGISTRAR | 25b. REGIST, 


oadAN 29 19 


5 83 ; ee 
= a 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If inslitulion: Rasidanea before eetaaiph 
oo a. STATE b. COUNTY 
5 a) Carroll MARYLAND Maryla nd Bx 
2 9 b. CITY OR TOWN (if outside corporeta limits, “] & LENGTH QF STAY INIb || c. CITY OR TOWN (if oulsida corporate limits, writa RURAL and gi rest town) 
x Pe wrife RURAL and giva nearest town) Se 
S SBA Sykesville «/4 mos. Owings Mills, Baltimore 4 Xie 
© 2 | gi in + BAS 
£ yan’ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS < - 1S RESIDENCE 
= #2% ON A FARM? 
4 ea Springfield State Hospital _ ‘il Wengate Road ves [] No Gd 
3 ae NAME oF ~ First Middle - ~ Last rm BATE Month ~~ Day Year = 
2aq : 
g pe Desegpinl, OP Waal iem Charles BURGGRAF Dear = Ja nuary 26, 1964 
% 252 5. SEX 6 COLOR OR RACE|7. aRRIED fe] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS. 
gece lost birlhdey] Months] Days | Hours | Min. 
o 88S male white wiowenf] _vivorceo-]| 61889 f yrs. | | 
SB §es Wa. USUAL OCCUPATION [Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1l, BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 oF 2 o dona during most of 1" life, even if retired) 
§ 282 | Mechanical Engineer Pennsylvania U.S.A. 
a 13. FATHER’S NAME. | 14. MOTHER'S MAIDEN NAME 
= SD: gs “s 
irs William F. Burggraf Helena Fisher (Burggraf) 
° Ss 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 14. SOCIAL SECURITY NO,| 17. INFORMANT Address ae" 
£ 32% (Yas, no, or unkown) | (Ifyesgiveweror dates ofservice) : i " . 
=e 2° 8 no 212-05-7630 | Springfield State Hospital Records ‘ 
a Se 5 “18. CAUSE OF DEATH [Enter only ona cause per line for (a), (b), and (e).] +n i ; ~. | INTERVAL BETWEEN 
$ 35 PART |, DEATH WAS CAUSED BY: ONS AS Sere 
Sky ae IMMEDIATE CAUSE (a)___ Bi Lateral bronchopneumonia. ¢ days _ 
£5538 HAO. DUE TO 
Becee Conditions, if eny, which w_Arterioselerotic heart disease. = * | *yearg ee SS 
ofess gava rise to immadiete cause 
#2 aes {e), stating the undarlying DUE TO 
waves cousa last, (c) 
Zs gta z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l[a)| 19. WAS is AUTOPSY 
messe |e ae PERFORMED 
ges gaXx]s CBS _with cerebral arteriosclerosis with behavioral reaction. | Yes fx] No F] 
2 § 3% | = | Zoe. ACCIDENT WAS UNDERLYING [1 | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert I or Part Il of itam 18.) 
heud & | OR CONTRIBUTING (] CAUSE OF DEATH 
BE: = |G] eitHer, NOTIFY MEDICAL EXAMINER) 
oss2s  [20c. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm,* 20f. (City or town) (County} (Siete) 
es G 
25585 g Neh om While __Not While fectory, streat, office bldg., ofc.) | 
B 2 ae ° I. os 19 et work [_] et work 1 
S atO 
ReOsk . | certify that (I) (this hospital) attended the deceased from.....7: L302... saseetp tO vss-cchtethe eee woop 19.2.4, that (1) (we) last 
eE93 a saw the deceased alive on. AEs , and that death occurred at. .1a@..M, from the causes and on the date stated above. 
3s 
6 aes Ma tt eg aa ATTENDING MED STAFF 72 SISNED 
at one OT) (lite mo. | PHYS. [J] irecror [] PHYS. fg 1/26/64 
Eos Pe ] )22c. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 
a By 
O2588 
igh fe 
2003 
Cae 


YR AIS (4) 


20M 5-63 < z oy Ge 


ONERAL mes SIGNATURE ss J Ls Fa. 
tron Te. ce La Whe Dg ¢ 


® 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


-transit permit. Then please remove cark6n papeds. 


|, cremation, or removal, and in any event, 


VR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00426 CERTIFICATE OF DEATH 00415 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before *eerest 
. COUNTY e. STATE b, COUNTY 
Carroll ~~? MARYLAND || Maryla: d Washi 
b, CITY OR TOWN (if outside corporete limits, ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if oulside corporete limits, write RURAL end give neeres! town) 


write RURAL and give nearest town) 


13. FATHER'S NAME 


ral 


— 


Sykesville lOyrlmolédys. _Hagerstown : wt DS = 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give slreet eddress] d. STREET ADDRESS a. IS RESIDENCE 
ON A FARM? 
cag prin sfield State Hospital 626 Maryland Avenue a EOE 
» NAME OF First Middle lest 4. DATE Month Day Year 
OF 
(Type or print) JAMES ARTHUR CARTER DEATH January 16 19 6) 
Saas ae 6. COLOR OR RACE} 7, MARRIED EE] NEVER MARRIED [| & DATE OF seth - 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. as} birthday) |"Months| Deys | Hi Min. 
Male White winoweD [] _vivorcen [1] 11-25-09 aa | mE a 
We. USUAL OCCUPATION [Give kind of work j ¥Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if relired) | 
Motion Picture Projectiqnist Pennsylvania U.S.A. 


14. MOTHER'S MAIDEN NAME 


Annie G. Kimmell 
7. INFORMANT ~ Address 


James H. Carter 
1S, WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO. 


(Yes, no, or unkown) Wheeish3 6 
as Vs 232-26-551,0| Records, Springf#ld State Hos Pr 
1B. CRUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] Ties = Hospi “T INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: hemolytic QNSETERIO DEATH 
IMMEDIATE CAUSE (e)_ Bronchopneumonia due to/staphylececcus—_ —~ + |5 Dera ees 
/ DUE TO = 
Conditions, if eny, whéch (b) 


geva rise to immediete couse 
{e), steting the underlying 
couse last. 


Sa (cl) 


DUE TO 


ra Chee MW. QTHER SIGNIFICANT es CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Niels! 
eg} onic brain syndrome associa with central ili 

¢ : ‘ a ral nervo 

§|_meningoencephalitic, with psychoti : us system syphiliss] vss pq xo 
= 20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nefure of injury in Part | or Part Il of item 1B.) 

md OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Homa, + 208, (City or town) (County) - (Stete) 
3S Hour SSH While __Not While factory, stree!, office bldg., etc.) | 

2 ae 9 et work (_] et work [_] 1 


21. 1 certify that (I) (this hospital "jptteiided, th » Jeceased rhe... dle BQ= 3.2 of top ahmnld ve So) | CO a Pee 


| eet Se ¢ Pye lh 
saw the deceased alive on. eat wi and that deatt occurred 2 pact rom‘the causes and on the date stated above. 


22a. SIGNATUI z + . 22b. Ae 
Oe Of Ags wo (PREM Moo OM easy 
22c. PHYSICIAN’S . 22d, ADDRESS s le u . 
Octavio A. Ruiz, & D. : BVLADe Tike Sista tgsph tad 


23b. DATE THEREOF ZL 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 


f- /4-©4¢| GKEEW WAY REKKELEY VpriVes, UA, 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR j 25b. REGISTRAR’S SIGNATURE 
pans coraior Ca. ecnBiey Sreres W Ue AN 30 bq feeontan seg. 


NAME (Type) 


230. MOvAL Cees 
REI pecil 
CRIA 2 


mes 


ws 


ar 


MARYLAND STATE DEPARTMENT OF HEALTH 
CERTIFICATE OF DEATH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAR 


nets 


5 ez x 
= 33 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore dacoased lived, i Intiulion, Residence before edmiai@A 
a eae 5 ON STATE b, COUNTY 
5 on MARYLAND Lt, he ; A Ped ; 
ae aro b. CITY OR TOWN [if outside corporate limits, e. LENGTH OF SJAY IN Ib ©. CITYAR TOWN (Hf outside corporate limits, write RURAL ond give necresl Town) 
= a ig RURAL end give near 5 ’ 
N £5 a x 4 
_ s oe. sw i, Se ae 
= é d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street adqfass) d. STREET ADDRESS ©. 1S RESIOENCE 
a a ON A FARM? 
y Lh. (ae - yes (] No [<}— 
3 5 * NAME OF “i First Mido as “Last 4, DATE Month Day “Your” ae 
2a OF 
a (Type or print) SIFPLDP (eg f-/ 7 JAE PR DEATH ANZ oe 19 
oc > 
° 6. COLOR QR RACE/7. maRRieD [—] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS. 
28 > Oo oO las! birthday) |"Months| Deys | Hours |) Min, 
ag WIDOWED DivorceD |] SS yrs. 
Be 10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 
goo 
ra 
= 
a 
& 
5 
2 
= 


14. MOTHER’S MAIDEN NAME 


16. SOCIAL SECURITY NO.| 17. INFORMANT 


a 


Address 


, or removal, and in any event, within 72 hoy 


The law requires that the death certificate be executed 
igned by the attending phys 


Nl. EIRTPPLACE (Couniy & Steie, or fordigh country) 
eel Ul Ue | ASG - 


. 
INTERVAL BETWEEN 2.” 


coats 18. CAUSE OF DEATH [Enter only one cause pes line for (e), {b), and (c).] 

SAE PART |. DEATH WAS CAUSED BY. wa CHBETAT DEATH 

3 - : “ 

89a IMMEDIATE CAUSE (a) dfn Ube A ae = oP © 

ee , 
529 /EIX DUE TO ; y 
“un 

2 c= £ Conditions, if any, which {b) (NAAT, i Pes ¢@ Go Ss. . 

28 25 gave rise to immediate cause * 7 

13 oat {e), steting the underlying OUETO 

oa” 8 cause lest, 
ef o 5 pee, {ce} — —————— =a 
ne g2ta z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) 19. WAS AUTOPSY 
sSSyo ye a PERFORMED? 
Les os $ Yes 
m2 53 S EE }20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
oud & | OR CONTRIBUTING [-] CAUSE OF DEATH 
BE s © [UF EITHER, NOTIFY MEDICAL EXAMINER) 

Ens a 
Os 3a 2 3 | Qoe. TIME OF INJURY Month, Dey, Yeor ] 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homo, farm, | 20h. (City or town) (County) (Stete) 
Bros ot g 
RB< 25 a Hour e.m. While __Not While factory, street, office bldg., etc.) | 
B £ ae “4 g itch 19 et work [] et work | 
HeOse 21. 1 certify that (I) (this hospita)) attended the deceased trom. OF 4 2 wr NG Hy tO. OF 196, that 0} (we) last 

ae 

ZU o saw the deceased alive on. é ifs wnl9 &.Y,, and that death occured atl/2 M, from the causes and on the date stated above, 

a 3 
ie ea 22e. SIGNATURE b. DATE 
‘ ° ATTENDING MED. STAFF gy 
ie mp. | PHYS. DIRECTOR [[] PHYS. 17, 
in] a Pes 22c, PHYSICIAN'S wap, Ral y 22d, ADDRESS 
Beals | NAME (Type) SW pom Qk ( 
“au ozwe | % _ === — = 

: 2 — 
2g R 32 23a, BURIAL, CREMATION, 236. DAJE THEREO| 23c, NAME,OF CEMETERY OR CREMATO! 23d. LQGATION (City, town or county) (Siete) 

EMO speci 

coon ze G lined Yarn “il Le beth AL 
ore 20 ‘ Met 

VR AIS (4) FUNERAL DIRECTOR'S SIGNATURE ADDRESS ~ 250. BRED BY REGISTRAR | 25b. BpSTEA ; SIGNATURE 

ee vate 90 1964 


SS pagll 


L/L 


® 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


& 


death, Page 4 may be retained by the hospital or attending phy: 


TO FUNERAL DIRECTOR: After this cer! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA\ nap 
# CERTIFICATE OF DEATH ny d 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoasad lived, If Institutlon: Rasidanca bafore admission) 


{b)__ 


(a), stating the underlying f CUETO 
cause last. (6) 


a. COUNTY a. STATE b. COUNTY 
oes Carroll MARYLAND _Maryland gltimore City- 
Fae, g b. CITY OR TOWN [if outside corporate limits, | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give naarest town) 
Bas writa RURAL and giva nearest town) 
£75 Sykesville 3mos. 29dys. Baltimore si FL 
7 a kK d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ‘d. STREET ADDRESS @, IS RESIDENCE 
Eas r ON A FARM? 
>48 | __Springfield State Hospital |_ __ 1200 Valley St._ . 
2 Ba 3. NAME OF First "| ~ Middle = Last 4, DATE “Month 
= an beraee set 4 OF 
BEE Sesieh Cun __ANTHOVY (NMI) CIPOL pene January 2h 196) 
8 33 5. SEX 6. COLOR OR RACE) 7. MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pee Is urthdey) | Months) Days | Hours | Min. 
a82 Male White wipowep [7] DIVORCED x] Unk. yes. | | 
& = = 10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stata, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Q o done during most of working life, even if retired) ss 
282 Cab driver Italy Naturalized 
= @c 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
£ 
3 Philip Cinollonia Unk. as 
S 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.) 17. INFORMANT ‘Address 
52 {Yas, no, or unkown) | (Ifyasgiva warordatasofservica) 
2 nk, [286-031-5705 _| Records, Springfield State Hospital 
at 18. CAUSE OF DEATH [Entar only one cause per line for (a). (b), and {c)-] 7 INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY; H . af eig yedie A 
3 IMMEDIATE CAUSE {a)__/ 1Ass ive SUBDURAL ENABTOMA wt a 
& rp 
2 ~ Xx DUE TO UME oe sclerosis yi GRKS 
3 7 4 
% 
2 
2 
s 


as the burial-transit permit. T! 


artes OJHER SIGNIFICANT avoua a ee TO, DEATH 7 NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(3) | 19, ee AUTOPSY 


Acute brain syndrome a circulatory disturbance FORMED? 


Zz 
tS 
id 
0) 5 | ts [} No 
= | 202. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of item IB.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (lf EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm, i 20f. (City or town) (County) (Stata) 
a Hour a.m. Whila __ Not Whila Rectory emai HiemSIagry Stc.t5) 
*l ain 9 lat work at work [_] | 


. I certify that (I) (this ro attended the deceased from.....2=. 25263... Bs 
saw the deceased alive on.. 


22a. es of 
22c. PHYSICIAN’S 


NAME Pele (lap Ss. MAR Lf 


1 19.....4, that (1) (we) last 
MI rom the causes and on the date stated above. 


22b. DATE 
ATTENDING STAFF SIGNED 
PHYS, 


Gt DIRECTOR C1 pays. 
22d. ADDRESS Sorinefield State Hospital 


2s See ee Le an 


filed with the State Dept. of Health prior to burial, cremation, or remové 


director, page 3 should be detached for use 


ER, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY g CREMATORY 23d, LOCATION (City, town or county) {Stata} 
r RET | Jan. 28=,64 | St. Barnabas “emetery Oxon Hill, Marylend. 
na RAL DIRECTOR’S SIGNATURE ADDRES: 25s. “SAN SU bet “forores, ec 
VR AIS AN LE Vp Jaactge 
20M 5-63 “4 Ke kl * S ae DATE 


\ 


that the death certificate be executed within 24 hours after 


6 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


YR AIS (4 


MARYLAND STATE DEPARTMENT OF REALTIN 
DIVISION weyn ICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH QO4Ls 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, if Institution: Residence before edi ion) 


o SOUNTY @. STATE b. COUNTY 


MARYLAND R Car Rol { 


b. Boro eee? Bh Fed a0 ie “en Ss STAYIN 1b || c. CITY OR TOWN fff outside corporate limits, write RURAL end give neerest town] 

32, |_Kagal- ipkeatille Life |< Roral= Sykesville 
d. NAME OF HOSPITAL{OR INSTITUTION (if not in hospitel, give street address) ) d. STREET ADDRESS. el, je. eR eS 
Opkland Mills Red | OnKland Mills 


i 4. DATE “Month ~ Dey 
DECEASED 


(Type or print) Clarence. Pg Cosie {l | SETH TAN. oY ‘Sha 


cB * Mad 6 COLOR OR RACE|7, mARRIED fz] NEVER MARRIED [_] | &- DATE OF BIRTH 9. AGE {In yeors IF UNDERT YEAR| IF UNDER 24 HRS. 


lag bitthdey) [onths| Deys | Hours | Min. 
Whi te. | wows] vivorcio Sept, lL 1885 “Wg yrs. | 
12, CITIZEN OF WHAT COUNTRY? 


10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY tI, (County & Stete, or foreign country) 


done Te mpst of working ‘an if ratired) | Weolen Mills IIs Bi M ) Sed Uv tA 


id completely filled in by th 


please remove carbon papers. Pages 


A 
“Trsatiat Coke 


17, INFORMANT Address 


Mes. Dorothy ACK wson- Sy kesyil te, mf lle, Wd. 


3 —“TINTERVAL BETWEEN 

ONSET AND DEATH 
IMMEDIATE CAUSE yt pata ace) i= YS = — 

4 / X DUE TO | Fb. oi 

Conditions, if eny, which (o)_ ve | ead Spiess: ACC Gl hey — are 


ee pegal 


any event, within 72 hours after 


13, FATHER’S NAME 


_Edw ped — Cobiell 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, ae” {Ifyes give wor ordates ofservice) 


j 16. SOCIAL SECURITY NO. 


Then 


18, CAUSE OF DEATH [Eniar only one couse por lina for (e), (b), and te).] 


(a), steting the underlying 
couse lest, (e) 


| or attending physician. 


Fe PART I. OTHER SIGNIFICANT CONDI INTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE IN PART 1(e)) 19. WAS AUTOPSY 
= 

ES 
3 ; jves [} No [] 
= 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Homa, farm, | 208. (City or town) (County) (State) 
3 tistcweane: Whila __ Not While factory, street, office bldg., etc.) 
2 1” et work ‘et work i 


a4 that (I) (we) last 
.M, from the causes and on the date stated above. 
22b. DATE 


21. | certify that (I) (this hospital) attended the deceased from.. 
saw the deceased alive on......./..%. f, and that death occurred at... 


22e. 


director, page 3 should be detached for use as the burial-transit permit. 
filed with the State Dept. of Health prior to burial, cremation, or remova 


“Bbe 
ae 


<x 


death. Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


on aS STAFF SIGNED 
MD. ce ily Puss he 
ae, NAME OF CEMETERY OR CREMATORY, 
REMOVAL (Specify) 


al 
1-27-64 |New O ir" at Md. 


Fate: PRYSIVAN'S Howard pa Ha)} mp, SF oa te é 
RAL DIRECTO! ny W, b | } ifaw /| 2Sa, REC'D ie 2Sb, REGISTRAR’S SIGNATURE 


20M S$-63 


230. BURIAL, CREMATION, | 23b. DATE oa REMATE 
soar JAN 29 19) aoe 


W 


lled in by the funeral 
land 2 shpwtd 


te be executed within 24 hours after 
within 72 hours after death. 


2ed in any event, 


| or attending physician. . L, 
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) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) Aspiration OF GASTRIC  Corears | Mivumes 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


VR AIS (4) Oy 
20M 5-63 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00425 CERTIFICATE OF DEATH 00424 


PLACE OF DEATH 
a, COUNT, 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residenca before admission) 
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USUAL OCCUPATION (Give kind of work 
fone during most of working i 


og L272 ¢ 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. § SECURITY NO.| 17. INEORTIAl A 
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$|_ Are eoselLeKneTic.  CwaldioVeca.nAe - Rew  “pySéw se ves []_No fel 
= | 20a. ACCIDENT WAS UNDERLYING []_ | 20b, DESCRIBE HOW INJURY OCCURRED, injury In Part | or Part Il of item 1B. 

& Ob CONTRIBUTING L-] CAUSE OF DEATH. URY ©: {Enter nature of injury in Part | or Part Il of item 1B.) 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

G | 20c. TIME OF INJURY “Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, farm, | 201. [City or town) (County) (State) 
a Hour a.m. While Not While foctory, street, office bldg., etc.) | 

2 Sch 19 at work [_] at work [_] | 


2. 1 certify that (I) (this hospital) 
saw the deceased alive on... 


tended the deceased from....... { 4 Sale Pas 19¢4, that (1) (we) last 
19! A... and that death occurred at ORM, from the causes and on the date stated above, 


BRP ICUATURE a 4 ATTENDING, MED, STAFF em, a0 ED 
LPT, ey a 5 SA mp, | PHYS. [Q~ DiRecTor [J pHs. [] Mi be 
aed me b lose 


ie. PHYSICIAN'S , Le 22d. ADDRESS - 
NAME [Typa) { € 


s that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ai 


. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requii 


director, page 3 should be detached for use as the burial-transit permit. Then please remove c: 


VR AIS (4 
20M 5-63 


N 


MARYLAND STATE DEPARTMENT OF HEALTH 
adeae ‘ay sane RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
nw 0 


CERTIFICATE OF DEATH 00425 
- a 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY STATE i CRN 
Carroll 3 r _manyiann || Maryland fashington 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN 1b ||, CITY OR TOWN (If outside corporate limits, write RURAL and give nearast town) 
write RURAL and give nearest town) 
Rural - Sykesville ly. 2m. 19d. Williamsport 2. 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS — be, @. 1S RESIDENCE 
ON A FARM? 
Springfield State Hospitel <VeN ‘2 


3. NAME OF “First dd a DATE Month 
DECEASED OF 
pil Se Reba Mary Dutrow DeaTH = Jan. 4y 1964 
5. SEX 6. COLOR OR RACE/7, arRieD (CI NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors | IF UNDER 1 YEAR| IF UNDER 24 HRS. 
6 binhday) Months) Deys | Hours | Min. 
female White wivoweo[-] _ vivorceo[-] (Nov. 8, 1898 yes. 
10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) _| 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Housework Maryland USA 
13, FATHER’S NAME ~] 14, MOTHER'S MAIDEN NAME ; =F 3 
Clinton J. Dutrow Angleberger 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT ~ Address ; , 
(Yes, no, or unkown) | (Ifyesgivewarordatesof service) 
No he SS - Springfield Hospital records, Sykesville,Md. 
18. CAUSE OF DEATH [Enter only one causa par line for (a), (bj, and (e).] ; c — ~—_) INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: a 
mmeDiate cause (a)__ Acute Myocardial infarction | Mt nytes —— 
HR U. / DUE TO 
Conditions, if any, which (b) Coronary. arterio: 
gave rise to immediate cause 5 arte: sclerogis |Years -—— 
(a), stating the underlying ( OVE TO 
cause last, cl} 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
3 gs a Abels fo Celil PERFORMED? 
%| Schizophrenic reaction, schizo-affective type yes &] no] 
E | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pad Il of item 18.) = 
& | OP CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm,’ 20f. (City or town) (County) (Stete) 
s Heir? eum: While __ Not While factory, street, office bldg.,.ete,) | 
= p.m. 19 ‘at work al work t 


21. I certify that (I) (this hospital) attended the deceased from. rte dbs: Weer 


eh A. w 199, that (I) (we) last 

saw the deceased alive on.., 19.6)» and that death occurred at-{@s.M, from the causes and on the date stated above. 
22a, SIGN, : 22b. DATE 

tes ATTENDING SIGNED 


mo. | PHYS. = DIRECTOR Oo PHYS, oO 1-5-6), 


22c. PHYSICIAN'S = 22d. ADDRESS 
Name (yes) B}is Margolin ‘Sykesville,Maryland 
23a. BURIAL, CREMATION, 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
REMOVAL (Specify) 


Burial 1/e/19¢y gia Sisyet Cemetery Frederick Maryland 
24 FUNERAL DIRECTOR'S SIGNATURE Ress - 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


M.R.Etehison & Sen,Frederick,Maryland __loarel AN 8 pberheg \udge. 
—_ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ma D 
a 


on CERTIFICATE OF DEATH 00426 


c= 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Whera deceased lived, If institution: Residence before edmission) 


a, COUNTY aa A’ R RO uae eS e. Be RYLAND". COUNTY Cc h RRoLL 


b. CITY OR TOWN (if outside corporate limits, ee c. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 


Ruegae WESTH wSten 5 Mowrhsx age WESTMIMTER. 


— 


24 hours after 
in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


x 


@ d, NAME OF HOSPITAL te 2iil) (if not in hospital, give street address) STREET ADD! a. BONE 
gue et ae aN ianerats 3 Box 7 ves] no 
OF jh Last 74 ede Month ~Yeer a 


ECEASED 


(Type or prin!) CG RR oy Vi Ro pwiA Eznucit | | Stam JANUARY Ip wbY 


5. SEX 6. COLOR OR RACE|7, maRRIED [-] NEVER MARRIED [ ] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| If UNDER 24 HRS, 


Fe M ALE WHITE} wows [B— oworce 5) Jan uae y i 842° last epee snake Der Deys | Hours | Min, 


Wa. USUAL OCCUPATION (Give kind of work | VOb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County ‘& Stele, or dk ne 12. CITIZEN OF WHAT COUNTRY? 


done during most of working WEE | CAR RO! Le ee oO, H u : S 2 h, 
VIRGINIA R. MORELOCK 


13, FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
17, INFORMANT 


DAVID MARTIN 
WILLIAM -F Bp ucit (som) 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. 
18. CAUSE OF DEATH [Enier only one ceuse per line for (a), (b), end (c).]. Ss 2) 4 e— AOD? cS "| INTERVAL BETWEEN 


(Yes, no, or unkown) | (If yesgivewerordetesofservice} 


e attending physician and completely te 


|, cremation, or removal, and in any event, within 72 hours after death. 


TTENDING PHYSICIAN: The law requires that the death certificate be executed 


\OVAL lh ay di 


be 


~ 

oa PART |. DEATH WAS CAUSED BY: res i OUR 

a2 WMtsicn cnet AC UTE MYOCARDIAL LW FARCT oN } 

a5 ; Ray DUE TO 

eo Conaiidhe, Wf ey, which = A RTERiOSCLE Zos\s CA RLDIOVASC ULAR Dis, y 

Q 3 gave rise to immediate couse DUETO. 

-2 we ta), stating the underlying 

nate suo) ww DIABETES MELLITUS _ 6 YEARS 

Sota Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 

2 Ale 
a= “1s a . ves [] No 1 
8 5 z 3 200. Aes eS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pant Il of item 18.) 
6 
£225 8 |e eirer, NorirY MEDICAL EXAMINER) 
Bs 2 s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. BLACE OF Bae GOK on 1 208. (City or town) (County) ~ (Stee) 
= 2 ‘s While __ Not Whil jectory, street, office bidg., ele. 

¥<2s a]. <2 £2 Rae ste apt 

So 

ae 2 21. I certify that {I} (this hospital) APY &, the ee ased fromnJ. é d Z that (I) (we) tast 
wROZo saw ithe deceased alive ow), Bw 4 and that dealh occurred M, from ihe causes and on the date a above. 

3 Ai co DATE 

- a cy "Cuil ATTENDING bem: STAFF j SIGNED 
a4 z mop, | PHYS. pinecror [J Puys. []_ = és or 
Fd a S 22e. Javrizal S 22d. ADDRESS * 
aeecs | fe grial © x WELLIVER WESTMINSTER. MARYLAND 
625 2 ‘[23e._BURIAL, CREMATION, 3b. 2 Zid. LOCATION (City, town orcounty) (Si 

3 
2°8 


23b. MA THEREOF 23c. NAME OF EEMETERY OR CREMATOR' 


ADDRESS: 


“D BY REGISTRAR | 2Sb. REGISTWAR'S SIGNATURE 


DANO 964 falas Vac, 


Lica DIRECTOR'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mae; 


IV 00428 _, CERTIFICATE OF DEATH 
B23 i, PLACE OF DEATH R17 7, USUAL RESIDENGE [Where davossad lived, Wiaifuions Residence bolore edi) 
2 a, COUNTY Carr i e, STATE b. COUNTY 
ge 0. Laer MARYLAND || Maryland Howard 
2 f b. CITY OR TOWN (if outside corporate limils, | c. LENGTH OF STAY IN ib ~¢, CITY OR TOWN (If outside corporata limits, write RURAL and give nearest town) 
a write RURAL and give neerest town) 
j Westminster Florence (tod, 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS r @. IS RESIDENCE 
ON A FARM? 
ee Westminster General meiead 4 Rocklamd Farm | ves OK] No [J 
“3. NAME OF First 7 y ‘TE ‘Month Dey ‘Yeer 


DECEASED KS 
(Type or Gail F. rank Ellicott Paes 


5. SEX 6. COLOR OR RACE] 7. MARRIED Bye MARRIE B. DATE OF BIRTH 9. AGE (In yeors 


Male White | weown ft] ~ “DivoRcED 2 af tie, 


We. USUAL OCCUPATION (Gi 10b. KIND OF BUSINESS OR INDUSTRY 


done during most of working life, 
Farmer | On his own farm — 


13, FATHER'S NAME 


George Ellicott 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (If yes givewerordetes of service) 


No 
18. CAUSE OF DEATH [Entar only ona cause per line for (e), (b), end (c).] 


IF UNDER 1 YEAI 
Months| Days 


pony 


of work 


Mi. BIRTHPLACE (County & Stete, or foreign country) 
if retired) 


Howard Co., Maryland 


14, MOTHER'S MAIDEN NAME 


+» Kate Duvald 3 
vie pe hae? ee ae Md, 


12, CITIZEN OF WHAT COUNTRY? 


il, 85th 


17. INFORMANT 


Then please remove carbon papers{ P: 


INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: eh ee ONSET AND DEATH 
IMMEDIATE CAUSE (e), 


7) 


s that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si: 


igned by the attending physician and completelyfilled int 


A DUE TO. 


-transit permit. 


Conditions, if any, which (b) 
gave risa to immediete couse 


Pp 
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(co). 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
, “i ., PERFORMED? 
COM ech TR Lee ee yes [] No [QU 


20a, ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yaar 
Hour a.m. 
Pp. 


I certify that (I) (this 
saw the deceased alive on.. 
22a. SIGNATURE 


20d, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Part I! of item 1B.) 


20d, INJURY OCCURRED 
While Not While 


et work ["] et work [“} 


spital) attended the deceased from., 


200, PLACE OF INJURY (Home, farm, | 204. (City or town) (County) {Stete) 
fectory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


19 


1% 19%.%, that (1) (we) fast 
i. and that death occurred tJ aM, from the causes and on the date stated above. 


22b, DATE 
SIGNED 


2. 


a Parekh Mo. Pas. Tq —tinecror Oo awe 4 Lb Mis 
NAME (Type) healer Ss. C46 SHAY Mp. Lhe. Cee Wer eh 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


Ellicott Graveyard Ellicott City, Ma, 


Ny 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Easton Funeral Home Catonsville, Md. oat AN 2 


director, page 3 should be detached for use as the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


™ 


d in by. 


72 hours after 


in 


bon papers. Pages 1 a; 


\d completely 


iny event, with 


ician. 


The law requires that the death certificate be executed 
‘jal-transit permit. Then please remove car! 


ital or attending phys *, 
ficate has been signed by the attending physician an 


ATTENDING PHYSICIAN: 
be retained by the hospi 
ECTOR: After this certifi 


4 


TO FUNERAL 


be filed with the State Dept. of Health prior to burial, cremation, or removal, end in a 


director, page 3 should be detached for use as the buri 


TO HOSPITA! 
death. Page 


in 24 hours after \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00409 stem 7 ritm o3h7 SERTEICATE OF DEATH 00428 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If inslitution: Residence before admission) 


ES a, STATE 
MARYLAND 
b, CITY oF Hi nN in outside Esra limits, me OF STAY IN Ib ‘| 
A ~ 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, 2 om dress) [. STREET ADDRESS 
I ON A FARM? 


EGIL yy : sO ies 
ot DEATH /; 4 N/. ae: Z 19 vA 


9. AGE (In years | IF UNDE IF UNDER 24/HRS, 
test pe 


el eal Hours | Min, 
Le “County SF Stele, or foreign 1 ) 42. CITIZEN OF WHAT COUNTRY? 


2d. \l SG. = 


IS* RESIDENCE 


~ |6. COLOR, OR RACE 


ys 


wivoweb [X} —_pivorcep [_] 


tee ‘Usuat oc occup TION Ket kind of work 106. KIND OF BUSINESS OR I 
€ red) 


OFHER’S MAIDEN NAME 


| INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: Kopel abet 


IMMEDIATE CAUSE 


Conditions, if eny, which 
gave rise to immediete cause 
(a), stating the underlying DUE TO, 
cause lest. {el 


PART Il. OTHER SIGNIFICANT CONDITR 


CONTRIBUTING oT DEATH ‘BUT NOT RELATED TO TO THE E TERMINAL DISEASE CONDITION GIVEN IN PART Te) 19. was A a 
YES NO oat 


}20e. ACCIDENT WAS UNDERLYIN 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour e.m, 


20d. INJURY OCCURRED 
While __ Not While 
at work [_] at work [_] 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~ (County) ‘(Stete) 


lectory, streel, office bidg., etc.) | 


MEDICAL CERTIFICATION 


19 
21. | certify that (I) (this hospital) attended the de 


ceased from. 
dof. and that 


- br) Hf that (1) (we) last 
date stated above, 


ath occured fd je causes and on ft 


. 22b. DATE 
ATTENDING STAFF 
Auf VP PHYS, Director [_] PHYS. [_] 
# — | 22d. ADDRI “ 


aes Sees e Wil arr. Bas 


23a. BURIAL, CREMATION, |" DAJE THEREOF 23c. NAME OF EMEURY | R CREMATORY 
WAL {Speci 

Bena. ey 2OGS , 2: 
IERAL DIRECTOR’S SIGNATURE 2D RESS 25a. 4a bY net ‘i 4 fa RE! RS SIBNATPRE 

PE ae pare SAN 7* 


in 24 hours after 
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VR AI5 (4) 


Gini ay) SIGNATURE oe 7 ADDRES: ond 
20M 5-63 f CLD as t 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


q ag 
v C4 39 (CERTIFICATE OF DEATH i} 0) 4 29 
ONS 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission} 
54 a. COUNTY a, STATE b. COUNTY =) r or 
Bug Carroll ' MARYLAND Maryland OaliimMare 
+e g b. CITY OR TOWN (if outside corporate limits, cc. LENGTH OF STAY IN 1b . CITY OR TOWN {If outside corporate limits, writs RURAL and giva naerast ‘owe 
ao ey writa RURAL and give nearast town) 2 
£72!” |_ Sykesv 5 yrs ays mose||__ Baltimore 2121) OF X ‘ode 
on d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give straat address) d, STREET ADDRESS a. BORE 
8 4 
43 | Springfield State Hospital __ _ 8713 Harford Road _ . ves [|] No [af 
§ 3. NAME OF win = * ~ Middle Last “4. DATE Month Day Year a 
af DECEASED OF 
ae se Pim) Claude Lucile Bassett FITZGERALD vrata January 12, 1964 
$= 5. SEX 6. COLOR OR RACE! 7, MARRIED fe] NEVER MARRIED [J & DATE OF ieTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 
cca ‘ é ' last birthdey) [Months] Days | Hours | Min. 
female white woowen[] oivorceo[]| 10-14,-1882 8] ys | 
10a, USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) ‘ ‘ 
Housewife North Carolina U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME c 
Clifford Bassett Ida H. Morse 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address aa 
(Yas, no, or unkown) | (Ifyesgive warordatasofservice) 
: / L Springfield State Hospital Records be? 
18. CAUSE OF DEATH [Enter only ona cause per lina for (a), (b), and (c).) — ~ = INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: al Gh gle] 
IMMEDIATE CAUSE (a) Arteriosclerotic ezrdio-vascular disease, years 
tok, | DUE TO 
Conditions, if any, which Generalized arteriosclerosis. pe a25 | years _ 


gave risa to immadiats causa 
(a), stating tha underlying DUE TO 
cause last, {e) 


Fs PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va)} 19. WAS AUTOPSY 
=| CBS, assoc. with circulatory disturbance, with cerebral arterioscleros 484 eee 
$ with nevchotic reactions 8] xo 
& 20a. ACCIDE! ‘AS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 

@ | OF CONTRIBUTING [1] CAUSE OF DEATH 

© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20c. TIME OF INJURY Month, Day, Year ‘20d. INJURY OCCURRED | 200. PLACE OF INJURY {Homa, farm, i 201. (Clty or town) (County) (State) 
Ss Tsu Aeris While __ Not While factory, street, offica bldg., atc.) | 

g pie 9 at work [_] at work [_] i 


21. T certify that (I) (this hospital) attended the deceased from... 2rd l= 58....u, to. LTDA Ok W9.ccc, that (I) (we) last 
6 ., and that death occurred at. 40% Bethe causes and on the date stated above. 


saw the deceased alive on.. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
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ae a se g . ATTENDING ‘MED, STAFF 2b. rate 
i VP) G9 mo. | PHYS. [a] biREcToR [_] PHYS. 1/12/6h 
/22c. PHYSICIAN'S 22d. ADDRESS Ss . £ * 1d Ss 4 H * tal 
NAME. (Typa) 5 pringlie tate Hospi 
i wr Octavio - LT gil a oe os Oe a Sykesville,..Maryland 20. 
By R ION, | 23b, DATE a, 23e. \E OF CEMETERY OR CREMATORY 23g..LOCATION (City, ‘or county) {Stota) 
Bates | 1-15- bd |" enti. Diaenrwee | 


250. REC’D BY REGISTRAR 


oth 5 964! So ek 


25b. oes SIGNATURE 


VR AI5 (4) 
2DM 5-63 


(om 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divige 5 ae RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Ore CERTIFICATE OF DEATH () 0 43 3() 
= oO 
© £2 | ‘17 pLace or DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence belore edmission) 

3 v 
8 ait AL, @. COUNTY @. STATE b. COUNTY 
2 ons. ee 
8 253 Carroll MARYLAND Maryland Allegany __ is 2 
~ Bee BLCITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN Ib <. CITY OR oe (If outside corporete limits, write RURAL end give neares! town) 

Sp ea write RURAL and give nearest town) 
£ 33% Sykesville 7mos. 27dys. Cumberland G10 " 
= 2 A “ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress} 4. STREET ADDRESS = °. 15 RESIDENCE 
5 Eas 
37 pi i i ek Me a __||_ 901 Braddock Road _ ls 8G 
2 4 ; A plu eee First Middle 4. Bere Month Dey Ye 
Se Ske cei eS ISRAEL Ne FITZWATER Beara Jauary 12 19 64 
e vas 5. SEX 6. COLOR OR RACE) 7, MARRIED [gq] NEVER MARRIED [ ]| ® DATE OF BIRTH 9. AGE (in yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a fe : : Jest biihday} |onths| Deys | Hours | Min. 
2 cos Male White wow []  oivorceo[]| 3=20~1892 yn. | | 
2 8 3 a We. USUAL OCCUPATION (Give kind of work 10b. KI cea! BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= GE done during most of working life, even if retired} 
8 £<s Laborer Virginia U.S.A 
€ 2 ss 13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME . 
8 Sae 
iaacieen Israel Fitzwater Clara Mongold ~~ i th 
2 - 8a 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
Zz a - oes (Yes, no, or unkown) | (Ifyasgivewarordatesol servica) 
£et28 Sera see 217-05-07 25 Records, Springfield State Hospital __ 
yaRES 18. CAUSE OF DEATH [Enier only one couse per lina for (e), (b), end (e).] INTERVAL BETWEEN 
Bb uae PART I. DEATH WAS CAUSED BY: 
geese imeniate cause fe) Heart failure = eS Fo _ .|_ange ee 
= A 
> ad 8 if Ld / t DUE TO 
Se ‘ : F 
453 & Conditions, it any, which w Arterioscler: heart disease __ : | Years 
g5a5 °. gave rise fo immediete couse 
FS ean (}, steting the underlying ( DUETO 
are at a? (9_Bronchopneumonia _ Days 
Bie ° z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY © 
ge *e Q PERFORMED? 
Zee esos Oe brain syndrome associated with cerebral arteriosclerosis, with | |. mono 
8528.) 
RES Sa] 2 | pseen = 
= | 2de. ACCIDENT WAS UNDERLYING ee toni 
Ree Se |& |Z ACN WAS UNDERLTING C1 || 2Db, DESCRIBE HOW INJURY OCCURRED. (Enter ature of Injury in Fat | or Fat Il of item 18.) 
on Be |S | BITHER, NOTIFY HAEDICAL EXAMINER) 

2 — — - 
ZS e= | S| oe Te OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f, (Cily or fown) (County) (State) 
a2 <3 g (ane While __ Not While fectory, street, oflice bldg., etc.) | 

pale = he 19 at work [] et work 1 
Hsog 3 - 
Bebe 21. f certify that (I) (this hospital) a - aN from.. aK ¥ TGR... vcr that (I) (we) last 
iat > ss saw the deceased alive on.. 1-12: Ee Teen rr arene that death Pe en att Che the causes and on the date stated above. 
2 Ea. 2 229: CRATE ATTENDING. MED. STAFF aoe SIGNED 
2 ‘ 
Bei on lé GC tt, mo. | PHYS. _[]_ DiREcTor [] pHys. fig Ys3356h_ 
Ho = y Tt an re 
Rep > OR gree 22d. APRESS Springfield State Hospital 
62633! ree 2 Sykesville, Maryland shies 
=  ———————————————————————————————————————— ———————————— ok = = = sa 
Tigh 9 Ze, BURIAL, CREMAYON,| 236. DATE THEREOF 23e. F CEMETERY OR Ze LOCATI ,, town or county) (Stote) 
ov oxk VAL {Speci Lb Le fier Gi ie 
BR / 


25, REC'D Lil REGISTRAR | 25b. eh fl. SIGNATURE 
vel 
vate AN 1 5 i tel bag Jeetge. 
t— 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION Ch Gu esrcat RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
sj yt 


i? CERTIFICATE OF DEATH Qe 


= SD 4 

2 5-35 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad, If Institution: Residence before admission) 
® As 4) e. COUNTY a, STATE b. COUNTY 

a MARYLAND 

2 M4 b. CITY OR TOWN [if outside corporete limits, <. LENGTH OF STAY IN 1b €. CITY OR TOWH/IIF outalde corporeta limils, write RURAL end give nesred Town) 

= write RYRAL and giveneerest town) ’ 

N 


in 


G/ 

370 6 Prille |X Lengo Leoarg VCR 

a STITUTION {if not in hospitel, give street eddress) d. STREET ADDRESS 2 ys @. 1S RESIDENCE 

e _ | ‘ON A FARM? 

i <ablee Predpewe ves [_] NO Fh 

oa . NAME OF Vint 7 Middle ~ Last 4. DATE ‘Month “Dey. eetien aaa 
DECEASED \ ' OF 

‘€ (Type or print) ad fy LOLA DEATH Cita . s r 196. 

= ~ COLOR OR RACE7 arpthy [I Never marRieD [_] 8. DATE OF/IRTH 9. JXGE (In yaers |IF UNDER 1 YEAR| IF UNDER 24” HRS. 

3 ss lat birthdey} se | Deys | Hours | Min, 

2 wiodwep [2}—~ _pivorcep (] : Gp 

> 

o 


yrs. 
Tos. USUAL ION (Give ae ‘of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Codnty%& State, or se 12. CITIZEN OF WHAT COUNTRY? 


C 
ring most of working life, e if retired) 
= “ ete a . Za IE wz Sg 
|. FATHER'S NAME TMOTHER’S MAIDEN NAME - a2 


18. in Le “eh JN U.S. ARMED FORCES? az : Address 


(Yes, no, or unkown) | (Ifyesgive warordetesof service) 


16. SOCIAL SECURITY oo 
, 
18. CAUSE OF DEATH Enter only one cause par line for (e), (bl, and (c)))—S—*=CS & Span er : | INTERVAL BETWEEN 


in any 


oval, and 


igned by the attending physician and comple 
jal-transit permit. Then please remove carbon paf 


The law requires that the death certificate be executed withi 


ese 
3 ONSET AND DEATH 
cy » PART I. DEATH WAS CAUSED BY: 
3 5 7 ‘ : 4 
3yee IMMEDIATE CAUSE (e)_ Arteriosclerotic cardio-vascular disease —_ 
a & 2 & K DUE TO ‘ 
iJ a = a x . . : r} 
$ 5 coe is ie peek w__ diabetes, cardiac failure, pneumonia— | Dee.4,63 
8 
s “3 (©), steting the underlying ( DUETO 
Reiace couse les. te) Jans 5,64 
“Se a ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He} 19. WAS AUTOPSY 
i) 
: fa} F ves [] No [] 
t = 20°. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Pert | or Pert II of item 1B.) - ~ 
bed OP CONTRIBUTING (] CAUSE OF DEATH 
‘= U [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 
2 z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or lown) (County) (Stete) 
=< s anes ae While __ Not While fectory, street, office bldg., etc.) | 
2 F mia 19 et work [_] et work t 


director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificate has been si 


& 

3° 

2 

o 

S 

5 

3 

& 

5 gO 

o 2 to. JANe. gece 1964, that (I) (we) last 
3 2 figom the causes and on the date stated above. 
PRs ee ak a ATTENDING we, 9° state 2b. GNED 
Sane PHys. —[&]_oirecror [] PHYS. [] Jan.6, 1964 

ot Se S 2d, ADDRESS 

Seas NAME (Type) 4 

“Bey ! Ord Be al) MP. = | Sex Sykesville, Maryland... 

AYE —_| 230, “BURIAL, CREMATION, | 230, DATE THEREOF NAME OF CEMETERY _Ol-CREMATORY 23d, LOCATION (City, town or county) (Stete) 

MOVAL [Specify] 
S078) Sz peek ve LOA ; 
\ 24 FUNERAL DIRECTOR'S SIGNATURE ii REC'D BY REGISTRAR | 25b, REGISTRAR’S S(GNATURE 

vr als (4) \\ -$ + DATE fC 

mits 8 22eetta Se Uteeittendtl JANA 1984 fChonlas Lange 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
00423 CERTIFICATE OF DEATH meade CULO 


= ce 
3 3 = 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insijiution: Residence before admission) 
(ML GARE me i) 7 
5 e3 fA fee: Z 
£ Ge B. CITY OR TOWN (If outside, corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
8 so NN RYRAL ond give nepresyto&n) . 
wee _Vew Win pso YEARS |- Ew WIND so fe 
£28 x dSNAME OF HOSPITAL (IF fof in hospitol, give street oddrest) ) d, STREET ADDRESS «IS RESIDENCE 
= OR INSTITUTION : | 
@:- LAL Ye 
ce Saw JAA] IN a7 ST No 
egies 3. NAME OF First Middle Lost 4. Date Month Day Yeor 
~ Br ‘ J 
ss 23 (Type or print) AINA Do 174 SE y DEATH OLAS oS 19 6 
ay 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED 9. AGE (in ygor ieUNDER T YEAR| IF UNDER 24 HRS. 
aera jonths] Doys | Ho Mi 
E 2h W. WIDOWED pivorcep [] , f Z. 4 se ys | Hours] Min 
£ 8. 100. USUAL OCCUPATION (Give kind of work done]10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign count) 12. CITIZEN OF WHAT COUNTRY? 
g 22s Auring most of working life, even if reti i 
3 pes HUUSE KEEPER |AT HOME ‘ 
g 245 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
55 
2 s8s } 4 
B Sor IX A POL PR Se kDebLA 
= £83 y's. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SEGURITY NO. INFORMANT 
= 
= aes }}(¥es, no, oF unknewn) (Uf yes, give war or dates of service) e 
GUSTS O a Al 
«2 £2 it 
3 £8 e 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] INTERVAL BETWEEN 
DU Eazy PART |, DEATH WAS CAUSED BY: ie i 
ough IMMEDIATE CAUSE (o} DRC iW Orn A. the CoRoy SYUcans 
5 fF 2 és DUE TO 
Ss 
= f2> Conditions, if ony, which o 
$s geEs gove rise to immediote 
3 5kS couse (0), stoting the under ( DUE TO 
Ges-v lying couse lost. (c) 
Pore 6 SS 
385° 4 Patt Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTORSY 
Lee 2 
ongES \ < ME yes (] No et 
ease o 
FooRs = 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
oseget & OR CONTRIBUTING LI CAUSE OF DEATH 
e225 iG JF EITHER, NOTIFY MEDICAL EXAMINER) 
2sees & ]20c. TIME OF INJURY Month, Doy, Yeor ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Esles 3 Hote arena While Noelle foctory, street, office bldg, etc.) ! 
<pe 5 = p.m. 7 jot work [] ot work [7] 1 
os.ed = LFS 
Z2385— 21. | certify that | attended the deceased fram_! © | 19. Gor ae [Nee be) P 1944Fthat | last saw the deceased 
aLates i 
9 - = o5 alive ont f24/ed if he = , and that death accurred att! AM, fram the causes and an the date stated abave. 
oe aie ADDRESS (Street, city or town, stote) DATE SIGNED 
bo 2 , 
> ACTUAL es ( in at . } 
wow 85 SIGNATURE as i Mo, _ te) fpadrecle Al) 25/4. 
Ofavh 
28525 ) PHYSICIAN'S 
Zizi / | [heii ot A GAZ Agree DNIOIN BRIDGE [4p 
& 8 2 . ? 8URIAL, PEON) ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATOR! 23d. LOCATION (City, town, pt county) (Stote) 
= pe ge [POR TRL ESky VIO NTE S = ALLO MIT S AT 
at > 4 = ATE 
cae VAT atore fg ‘AdDRESS ‘2hq. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (4) A j Li. _ p 4 
15m 97/98 Lek ge faler Vous. NEw! Wu psok Mp lian 28 196 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00424 CERTIFICATE OF DEATH 00433 


Eugene_A. Gosnell Sykesville, M ase 


INTERVAL BETWEEN 
ONSET AND DEATH 


CAUSE OF DEATH [Enter only ona ‘cause per lina fot (a), {b), and {c).J 


PART |. DEATH WAS CAUSED BY: ‘ag A é 


IMMEDIATE CAUSE (e). 


] G2 xX DUE TO 18 6h 
Conditions, if eny, which adi ‘ye z 


gave 


eto immediele couse 


5 
s 
‘s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
£ Co niet a, STATE b. COUNTY 
2 Fug Carroll MARYLAND, Maryan oe. .__Baltimore — 
> 8 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN {iPoutside corporate limits, write RURAL and give neares! town) 

ake BC ‘write RURAL end give st town) 

= $3870 Sykesville Grani Pia 02 

= = o y d. RAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streat address) d. STREET ADDRESS 

3 Sas ‘ 

yz ete lullen Nursing Home _ St. Paul Ave. 

= 32 3. Nal ~ i Middle ae) Sst 4. DATE “Month ‘Dey 

3 e aoe int OF 

Fd E (Typa or print) Lucy DEATH 19 

o - 5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE {In aa IF aR} YEAR] IF UNDER 24 HRS. 
£ 3s Ea 7. MARRIED [_] NEVER MARRIED [] last bithdey) |qasetke] Bese cl 
ea WIDOWEDSFy¥| DivorceD [_] 7 yrs. 

S 833 10a. USUAL OCCUPATION (Give kind of work | 1b. KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= — 5 > done during mast of working life, even if retired) 

ig os i Guest Home. Maryland — = Ey A, =4 
£ gs 13. PATHER’S NAME 14. MOTHER'S MAIDEN NAME "ie Te 

$ u 

¢ 2 

& BOR Joseph Greenwald Mary Egold 

£ 8a 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ; icy ae J i 
2 ae (Yes, no, or unkown) | {ifyesgive werordetesofservice) Box TSF 

a s 

2 

£ 

4 

£ 

= 

3 

2 

oe 

= 

= 


DUE TO 


(a), steting the underlying * < 
couse lest. (e SG A . 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph: 


NAME (Type) 


~~ 


pepe s ville UMery land. 22. areas 


‘23¢. NAME OF CEMETERY OR CREMATORY 


director, page 3 should be detached for use as the burial-transit permi 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


23d. LOCATION {City, town or county) (Stete) 


2 = pL 

=| z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[a)j 19. WAS AUTOPSY 
3) 2 a_i 2 a 

a 0 < ves [] nota 
3 iS 20e. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part I or Part Il of item 1B.) 

a & | OR CONTRIBUTING [] CAUSE OF DEATH 

a & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

é % | 0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ] 20e. PLACE OF INJURY (Home, ferm, 2Df. (Cily er town) (County) ~— (Stete) 

8 S eRe, at While __Not While fectory, street, office bldg., ele.) | 

rf = ioe » lat work at work [_] | 

I 21. | certify that (I) (this hospital) pe the deceased from.... MN ss NE to. Lf 2&6, 19......, that (b) (we) last 
im saw the dectased alive ot Lif fx 4y AL. and that death occurred 5AM, from the causes and on the date stated above. 
oO 22a. SI RE Fi ye- 22b. DATE 
a t ATTENDING MED. STAFF SIGNED 
os Mp, | PHYS. Director []} PHYS. [] ‘fe 

z —f fap lorf. 
5 22e. PHYSICIAN'S 22d. ADDRESS 

“ 

Oo 

i 

io} 

rR 


REMOVAL (Specify) 


23e. BURIAL, tec | DATE THEREOF 


rland —— 
24 FUNERAL DIRECTOR’S SIGNATURE A ADDRESS . REC'D BY. STRAR Sb. REGIS! AR SG Re 
VR AIS (4) AN 8728 Liberty Ro vared AN AGG 8a4 vi ey a iat ha 
20M 5-63 ~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
piviston a RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 004 34 


We 


5 6 = — = —— 
= 9 MM 1 PERCE OF Cm 2. USUAL RESIDENCE (Where deceased lived, If institution Residence before edmission) 
e 
” b 2. STATE “Jar b. COUNTY 
3 gle Derott MARYLAND oy we: hb ae 
£ pe 3 b. CITY OR TOWN (ff outside ips lige, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IfLulside corporate limits, write RURAL and give neerest town) 
+ ou weit and give Set te 
eT Kerk inthe ad X atreh ~ Warebe 24 
sad a Jd. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give stree! eddress) ] “Le STREET ADDRESS bs ire iS RESIDENCE 
Go baton #: INA FARM 
= fa a 
ria! AWE OF ; “ ve Pf wos 
3 8 ga 3. fabs oF Fisst at ye Madie® fa 7 DATE Month Da’ 
5 2a , 
$ 2 ae UType or print) ALL € Nv ? 7 aes DEATH / Ey, 19 wr. 
6 : z a 
o SEs 5. SEX 6. COLOR OR RACE|7, MARRIED E>YNEVER MARRIED oer 8, DATE 3 BIRTH i9. (AGE {ln years [IF UNDER YEAR| IF UNDER 24 HRS. 
B pet , a) 4 es ~l Months] Days | Hous | Min. 
© 88a wipowep [_] DIVORCED 5 et aed, ere er 
§ sf: 10s, USUAL OCCUPATION (Give kind of work | J0b, KIND OF BUSINESS OR INDUSTRY | | "é BIRTHPLACE ee & State, or fdfeign =e 12. CITIZEN OF WHAT COUNTRY? 
= 90 done duri st of working even if retired) 
3 S82 Sore ; ERNE Ee 
ease 13. FATHER® NAME es ; ye AL Ft NAME - * 
3 £85 
a cas | WAeeoe AAA. LeAd/ fe: 
2 £5— ih WAS ceen Te eee FORCES: 16. SOCIAL SECURITY NO.| 17. INFORMANT ay os 
£ $23 ‘es, no, or unkown) | (Ityesgive warordatesofservice) a? eos 
ti ig 2) Tk 36 - ~4o030 Tira. fokelle A yan Ll aT rpen to K 
ct § =e || 18, GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
seins PART |. DEATH WAS CAUSED BY: : 2 jet U OBE ATS DEN 
Sagas IMMEDIATE CAUSE (2) . - ae 
Henze ; ; ee 
4 ae / EES [rep ee 7 
22° P38 Pee , 
Ee §= 5 Conditions, if any, which {b). += 
ve: 3 iS gave rise to immediate cause A = = 
fH 20 5s (0), steting the underlying f DUETO 
% 3m Waceiy ing) 
ee o's eevee (e —- 
as Sag z PART Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
= 2 = = —T 
Oeees © (5 A eae cs 2 
tH oe = |200. ACCIDENT WAS UNDERLYING [1] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of in Part | or Pad Il of item 18.) 
& ous & | OR CONTRIBUTING [] CAUSE OF DEATH 
BEERS G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
nt o — al a 
OFs2e & | aoe. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City oF town) (County) (State) 
a Zaks 8 Hour ¢.m. While __ Not While factory, street, office bidg., etc.) | 1 
p BE 2, z at 19 at work at work 
Ase oa 7 
H e038 21. I certify that (!) (this ee attended the deceased from...Juh... J fi.coccor iw to. Ab ALE (we) last 
v 
e803 3 saw the deceased alive on... Seki oe wf, and that death occurred ad 4m, from re causes sai on the date stated above. 
Ga 22a. he Arron a 22b. pare 
° 
eS U fy MD. a’ DIRECTOR ‘al mits, 
org OS ; ™ 2d, ADDRES Ty 
Hoes 22c. PHYSICIAN ie Le 22d. ADDRESS ot 5 
Ee & NAME (Type wH 0 A r “ad Mj rche 7 tian. Md [-5b-byg 
QeRge Za. BURIAL, CREMATION, | 23b. DATE Wee. 23s. NAME OF GEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
= 8 3 REMOVAL (Specity) E 
o%gr8 pooaee b3, 1964 e-(& Wha: Li, Pitd . 
H 7 , 
VR Ats (4) PANEUNERAL DIRECTOR'S SIGNATURE ~ Ub. ADDRE! 5 25a. eg geomet 25b. REG Ape S gar rE 
15M 7-62 ptin- China Jee Feeritaf ed, DATE 9 4 


BB bins, eign ndl june bby cr sep Ay 9p dapnese bs Nae ae 
FARIEAN IP ARTE $e/0T Fe 20H ce, + raat eaves be 
3 At age: SEATS y -— 


lie ; tL vs Bee 
Farag ota oo amt 


a , < a7 ; P ea 
~ ah S > iets ° ce ' 
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de 5 eat 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STAT OSE ins MEDICAL EXAMINER'S CERTIFICATE OF DEATH 74/()/35°" 
HEALTH 1. PLACE OF DEATH ip UAL RESIDENCE (Where deceased lived, If Inslitution: Residence before edmission) 
~© a. COUNTY a. STATE b, COUNTY 
MARYLAND Maryland Carroll 


cuted within 24 hours after death. If any delay is necessai 
in Item 18, Give Pages 1, 2, and 3 to the funeral director. Pag 


TO DEPUTY @... EXAMINER: This certificate should be 


b. CITY OR TOWN [if outsida corporate limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL and glva nearest town) 


writa RURAL and give naarest town) 


12, CITIZEN OF WHAT COUNTRY? 


1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign eountry) 


10a. USUAL OCCUPATION {Give kind of work 
done during mos? of working life, even if retired) 


Laborer 6 U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


3 

£. j 

pes Taneytown 

2 8 d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give streel eddress) d. STREET ADDRESS @. IS RESIDENCE 
au ON A FARM? 
2s Fuss Funeral Home - Taneytown 4 ze ves [[] No CJ 
as 3. NAME OF - First = ~ Middle a 4. DATE Month Dey Yeer 

aa DECEASED OF 

= pecumio RAYMOND HAYHURST | DEATH January 1 wer 

= 5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE {In years /IFUNDERT YEAR| IF UNDER 24 ARS, 
Ss a Mal. Whit 7. MARRIED [_] 7 MARRIED [_] Bak ses a Hone] Deve |- Hows ries 
ac 8 LGE | winowen ] ¥ pivorceo (] yn. | | 

vy 


‘aminer’s Office along with form PM3. Page 5 may be retained for your files. 


; 
oa 
of David Hayhurst unknown 
ie 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
2 (Yas, ne, or unkown) | {Ifyesgiva werordatas ofservice] 
: g 219-03-8708 |C.0. Fuss & Son Taneytown, Maryland 
ss 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (e).) or INTERVAL BETWEEN 
= ONSET AND DEATH 
a> PART I. DEATH WAS CAUSED BY; 
5 : : IMMEDIATE CAUSE {e) Bronchopneumonia 2 
mi ail LEG / > DUE TO 
a Conditions, H any, which {b) b = 
05 gave tlze to Immedieta cause 
33 (a), stating the underlying (| PUETO 
z é cause lest. fe) 
36 a» lz PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Il)) 19. WAS AUTOPSY 
= ) <<... = ERFORMED? 
ql iS 
= oG 3 ves [} NO 
3 = 208. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enler neture of ‘injury in Pert | or Pert Il of item 1B.) 
2 & | PRIMARY [1 or CONTRIBUTING (1) 
& | CAUSE OF DEATH. 
< 20. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, i 204. (Clty or town) (County) (State) 
s tiger “bin, While __Not While factory, street, office bldg., ete.) | 
£ tte fe et work [_] et work i 


21. I certify that | took charge of the remains described above, held an Autopsy [x]. Inspection ob Inquiry im} and in my opinion 
death resulted from: Natural causes fk]. Accident {ie} Suicide { | Homicide Oo Undetermined manner Oo 

CHIEF MEDICAL EXAMINER [_] 
ACTUAL ee 


please execute the certificate, writing the word “pending” in pen: 


4 should be forwarded to the Chief Medical Ex: 


TO FUNERAL DIRECTOR: Page 3 should be 
Health of its designated agent, prior 


hen map, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
A 
4 tes DEPUTY MEDICAL EXAMINER [_] 1-7-6) 
M4 NAME (Type) ‘ohn _ M. Address (Sireet, cily, town, or county) 
Tia. BURIAL, cyeaarons 22b. DATE THEREOF ig “NAME OF CEMETERY OR CREMATORY | 22d. LOCATION (City, town, or county) {steta) 
REMOVAL (Specify) 
Burial / 11/64 it. Union Cemetery Near Middlebur, Maryland 


24a. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


oare JAN 12 1964 PChonbog Yuctpes 


& Son Taneytown, Maryland 


MARYLAND STATE DEPARTMENT OF HEALTH 
ee 2 Vite RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 0 CERTIFICATE OF DEATH 23e 
6 == ptt 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
2. as J STATE b. COUNT 
Cpa , MARYLAND - 
b. CIT OR TOWN Ti Sutside corporaje limits, ¢. LENGTH OF STAY “4 rr TOWAF If outside « corportie limits, write RURAL and give necrest town) 


ON A FARM? 


oe ee yes |] No FL 
First st | 4. DATE jonth Day Yer 
DECEASED 


Z (Type or print) : MARY Cc. MERA. 


6. COLOR GLEE 7. MARRIED [_] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDERT PSE IF UNDER 24° HRS. 


+ Th eed ‘Months) Days | Hours | Min. 
WIDOWED a DivorceD [_] Li 2. al | | 
SUAL O: Ce MP (Give king of work | 10b. KIND OF BUSINESS OR INDUSJRY | 11. BIRTHPVACE (County & Stale, orforeign Sear 


ae 


U.S. ARMED FORCES? | 16. SOCIAL SECURITY 0° Poza 


kown) (Ifyesgive werordatesofservi Yf. 
(3 - DS- M00 sya 


18. CAUSE OF DEATH [Enter only one couse por line for {e), (b). and (e).) 
PART I. DEATH WAS CAUSED BY: CL Cia (SIGE zz » 
‘ IMMEDIATE CAUSE (a). fo oe 


of ‘ DUE TO 


write RURAL and give nearest tow! 2 
7 4 Nake OL MK 6 aGiTCTION {if not in hospital, gj fet eae Ae Ls Z ~@. 1S RESIDENCE 


Death /D//, Ze 19 


carbon papers. Pages 1 and 2 


ba (4 t, within 72 hours after death. 


cian and completely filled in by the fu 


12. CITIZEN OF WHAT COUNTRY? 


ASL 


emo" 


oval, and jj 


INTERVAL 
ONSET AND DEATH 


ion, or rem 


Conditions, if eny, which (b) 
geva rise to immediete ceuse 


(a), steting the underlying ( DUETO . ’ . . 
ceuse lest. (6) Cmrtre ak Ee OO eS 


The law requires that the death certificate be executed within 24 hours after 


After this certificate has been signed by the attending physi 


director, page 3 should be detached for use as the burial-transit permit. Then pleas 


i 

ac] 

3 

cd 

> 

z 

& = 

e8es 

2 = 

a 3 

= 

gets 
Sa ° Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/ 19. WAS AUTOPSY 
13) res] Ko a ia PERFORMED? 
43538 O18 (SET Lae Ln pooh t~ewa yes [] NO fe 

= " . 4 = 
ce ee = ECON es CEOS E 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury in Pert | or Part Ii of item 18.) 
ae rs G | (F EITHER, NOTIFY MEDICAL EXAMINER) 

a 2 ” = 
on ae § | 20c. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, » 20f. {City or town) (County) (State) 
a fy 3 a four: ale, While __ Not While fectory, street, office bldg., ete.) | 
as & ¢ 3 bie 19 jet work [_] at work [_] | 

Oo LJ 
Bas a 21. | certify that (I) (this hospjtal) attended the deceased from. 32 196.3 to Zon 9 that (1) (we) last 
w>ees saw the deceased alive on. 196%... and that death occurred all Sm, from the causes and on the date stated above. 
O£fB ne 22e. SIGNAFURE 22b. DATE 
awe 5 ne ep one ror STAFF o SIGNED 
Soe oc fkebarate M.p._| PHYS. DIRECTO! PHYS. ve 
5 a = / 22e. PHYACIAN'S 22d. ADDRESS A %e$ 

= NAME (Type) J cia 
62558 OMM_S. (f4 re. Motiv SF. CL pes MD. 
all as 238. BURIAL, CREMATION, | 23b. DATE THEREOF (Stete) 
ovo & OVAL (Specify) LL yer 

INERAL DIRECTOR'S SIGNATURE "Dp ISTRAR PF y; 

VR AIS (4) SL No i c CLL Sy 
20M 8-63 WZ # 


es 


ove carbon papers. Pages 1 and 2 should 
hours after death, 


~ 


ian and completely filled in by the funeral. 


death. Page 4 may be preload by the hospital or attendin: 


director, page 3 should be detweled for use a: 


ie 
te 
5 
= 
3 
< 
ei 
° 
ee 
13) 
a 
= 
a 
fa 
a 
>) 
i 
[ok 
B 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


YR AIS (4) 
20M S-63 


be filed with the State Dept. of Health prior to burial, 


PO 


5 

7 

w 

2 

5 

6 

xe 

x 

“ 

& 

= 

ES 

3 nN 
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= 

8 bse 

g = 

& 3 

= 4 

8 <a 

= off | 

& Eo 

3 Ree 

oe 25 

2: 

= we $ 

ero 

2eta§ 

fone 

wv > EX 

COE, 

pee Bo 

Pes pers 
fers 
oes 
avog 
gaf 
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Bes 
sig 
£o 
2= 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00423 CERTIFICATE OF DEATH 00433 


1 Heerned DEATH 2, USUAL RESIDENCE (Where daceased livad, If Instituilon: Residance before admission) 
é 
eo. STATE b, COUNTY 
Garroll MARYLAND Maryland Carroll 


b. CITY OR TOWN [if outside corporate limils, "|. LENGTH OF STAY IN 1b c. CITY OR TOWN (if oulside corporala limits, wrile RURAL and give nearesl town) | 
write RURAL end eed le. neerest town) 
alsykesvil OY 1M 13D |< No fixed address _ 
d. NAME OF HOSPITAL OR INSTITUTION {if not In hospitel, give streat address) d. STREET ADDRESS = @. IS RESIDENCE 
“| ON A FARM? 
‘| jp Serinefield State Hospital —__ If No_fixed address widen No [] 
3. NAME Month “Dey ieee el 
DECEASED | 
(Type or print) A 2 Stara 
ee Wilmer — ( fe Horn __ qs 6 19 64 
S. SEX 6. COLOR OR RACE)7. maRRIED |] NEVER MARRIED [] 8. DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 B 1900 63 ae Monlhs| Deys | Hours Min. 
male white WIDOWED [_] pivorcen fq “5-19 
100. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele. or foreign ae 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Farmer i = unknown ai Maryland | USA — 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 3 
unknown | Unknown 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT Address 
{Yes, no, or unkown) | (Ifyesgive werordatesof service) 
Unknown. Hospital Records _ 


18. CAUSE OF DEATH [Enter only one cause per line for (8), (b), end (e).| 


16. SOCIAL SECURITY NO. 


215-20-9672 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY. 
IMMEDIATE CAUSE (e) Heart Failure - " __p4 hours _ 
SF ae DUE TO 
Conditions, if eny, which w____—-Arteriosclerotic heart disease _ _|_years 
i immediete 
ing the under Be 
te) Generalized Arteriosclerosis years 
re PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL D{SEASE CONDITION, GIVEN IN ae i 19. WAS AUTOPSY 
2] ¢ ome associated with cerebral arteriosclerosis Wi PERFORMED? 
§ |_ ves [] no [] 
= 200. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED, (Enter neture of injury in Pert | or Pert II of item 1B.) 
& | OR CONTRIBUTING {] CAUSE OF DEATH 
& | AF EITHER, NOTIFY MEDICAL EXAMINER)| 05 
z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, f (County) (Stote) 
= Hour sm, While Not While fectory, street, office bldg., 
2 oosrcct 19 ‘et words: ot work 


21. 1 certify that 9% (this hospital) attended the deceased from. . 
., and that death occurred at.f - heMene causes aes on the aa stated above. 
ATTENDING ‘MED STAFF 726. SIGNED 
mp. [PHYS SE] Director EJ pave. BY 1-6-6) 
22d, ADDRESS 


,__________|._.Springfield State Hospital 


NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 


Jane9, 196), nksburg Cemetery Finksburg, Md. 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Sa. REC’D BY eee REGISTRAR’S SIGNATURE 


Jd.F Eline & Sons, Reisterstown, Md. vate JAN 4 3.1964 /Cheaylo, Jaccdge 
C 


saw the deceased alive on.. 
220. SIGNATURE 


230. BURIAL, CREMA 23b. DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA\ 


00439 CERTIFICATE OF DEATH Og 


ofa 
should 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
a. COUNTY a ae b. COUNTY Wf 


a 


sl 


; 
3 E%e Carroll tgonery 
Ss Se = arr MARYLAND Maryland Mom 
Suge B. CITY OR TOWN (if ouiside corporete limits, . LENGTH OF STAY IN Ib € CITY OR TOWN (if oultide corporate limits, write RURAL and giva neorest town) 
~~ pa 3// write RURAL and give nearest town) | 
= 335 Sykesville yrs. 10mos. Lhd Silver Spring _ 
= 22 d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d, STREET ADDRESS 
Sake 
>. , 
3 g4 pringfield State Hospital = al = Silver=s Hotel _ . 
= aan 3. NAME OF” First Middle Laat Da Month Day 
3 
x 5 ss ees LUCIILE ELIZABETH KIRBY ty Tania January 13 eo 
° A S. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
% z ; © 7, MARRIED [_] NEVER MARRIED [_] ¥ birthday) |jfoniha] Days | Hous] Min, > 
2 eck Female White wioowen [] —_oivorceo [] | 6-1)}-1883 Ors. | 
& 833 TOs. USUAL OCCUPATION (Give Kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
= RES done during most of working life, even if retired) 
§ 225 Housewife England Ist papers 
£ oft 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME : 
9S £ OD 
CJ ier 2 : 
S 206 William Thorntm Isabelle Watson ~ 
B@ 2 S-s |S. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIAL SECURITY NO,| 17. INFORMANT Address 
= 2s (Yes, no, or unkown} | (Ityesgivewarordetesofservice) Unk 
® 28 n Ri 
Lgpes Indi’ < . ecords, Springfield State Hospital —_ 
SERES F DEATH [Enter only one cause per line for (a), B], and (cd as = INTERVAL BETWEEN 
sefes 
= a PART |, DEATH WAS CAUSED BY; F 
eee é IMMEDIATE CAUSE (e) Carcinoma of rectum ___ |. aera 2 
B525 ; 
> oe bs a, DUE TO 
25536 Conditions, it any, which (b) == 
2 $s as o gave rise to immediate cause — i. . 
rayon (e), stating the underlying ( OVE TO | 
4 sofa cause last, {o) 
ze Bao lz PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a), 19. WAS AUTOPSY 
Sc= 6.) /2| Schizophrenic reaction, paranoid type eee 
BeER SO 13 -Op. -On, parano.' P ves [] no x] 
= Per se 
Bo eee 5 | 208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Pert | or Past Il of item 18.) 
Ree 2£ | Z| or contesunne 1 cause OF DEATH 
OPE BS [OF ETHER, NOTIFY MEDICAL EXAMINER) 
a g SE |S | aoe. Time OF INJURY Month, Day, Yoer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~ (State) 
a2 <35 5 ce ate While __ Not While fectory, street, office bldg., etc.) 
Bers 2 ae 1” at work [_] et work [_] 
o a 
Beb2e 21. 1 certify that (I} (this hospital) attended the deceased from..... 2295 b... 2 ‘ay wel 3m Al... wp W9occy that (1) Gwe) last 
mene sew thesdeceased alive on... OU 19......... and that death occurred Me is Ge - the causes and on the ‘date stated above. 
OFA’. Qe. laa 22b. DATE 
of ATTENDING STAFF SIGNED 
Ee ke of i sh AG oO DIRECTOR ial pays. E 1-1-6) i 
ERs as, Tae. PHYSICIAN'S 7a. AdoRESS Soringfield State Hospital 
62588 | Antonius Glahn ,“./D, i mesvilie, Maryland a2 cccc ce 
a Boe8 Be, BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county] (Stete} 
Sos REMOVAL (Specify) 5 
ore 1-16-1964, Arlington National Arlington, Va. 


24 enact Bineen SIGNATURI ADDRESS 
$C. 8 AL 


Higinbothom,Bllicott City,Md. for 


VR AIS (4) 
20M S-63 


2Sa, REC" N BY ss ae Wovicrlig } URE 
oawAN is) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24-hours after 


MARYLAND. STATE DEPARTMENT OF HEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


449 CERTIFICATE OF DEATH 00439 


— 


res) 
ez = 
33 1. PLACE OF DEA’ 7 $4 2, USUAL RESIDENCE (Where deceased lived, If In futiont ince before admission] 
25 ‘ a. STATE — 
CN es MARYLAND < 0. 
1322 «. LENGTH OF STAYIN Ib || c. CITY OR a UF outs) 
R £42 / Wa 
23 ct ION (if not in hospital, givg-street address) STREET ADDRESS @. 1S RESIDENCE 
wie : Ys . ON A FARM? 
ea Leak oe (ph, 2 Fo Le, >| ves [] No [ie 
on i mars 1s ae ho Day Yor 
om 
ae Zz, DEATH ’ 7 >? 4 
ce —— 5 
Pigs 5. SEX 6. COLOR OR RACE RRIED ‘ATE (hye 9. AGE (In yeors |IF UNDER 1 YEAR) IF UNDER 24 HRS. 
35 7. MARRIED [9 NEVER MARRIED [_] tasikutiday) 


Months | Deys 


Hours | Min. 


12. CITIZEN OF WHAT COUNTRY? 
ULL 
144 


is kind of work 


“ef 
wipoweo[] _ vivorceo[] | /o />-9 eb ti h (om. 
A Tb. KIND OF BUSINESS OR INDUSTRY | Ai, (County & a: or Fogeign cpuntry) 


A, 


in any event, 


i) 


Li &L 
Ef 42th = 
16. 6c ig Pare NO. 
(Yes, no, or dnkown) | (Ifyesgivawerordatasof: ai 


7 5-18-O97/ Clas fase Molbegl 


18. CAUSE OF DEATH [Enter only ona =. F line for (e), (b), and (c).} EN 
ONSET AND DEATH 


PART AT AR Meee MypepeDiAt /MFRReTION | oer 


5. ee EVER IN U.S, rank FORGES? 


iy j 

PAO! DUE TO 

L, 
Conditions, if eny, which » Maree SeLépo7rie eear  Dirsveced | VERS 
gave immedieta ceuse = —— — ee ee fa = 
(a), steting the underlying DUE TO 
cause lest. {e) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART tia)! 19. Sida alice 
SDiIRPGETES SIELEPT US ves [] No [ay 


200. ACCIDENT WAS UNDERLYING [) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 


20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, f 
While Not While fectory, street, office bldg. 
et work e} work i 


mi 20f. (City or town) (County) (Stete) 


MEDICAL CERTIFICATION 


19 
that aU {this hospital) attended the deceased from. 4 196 ee a, that (1) (we) last 
., and that death occurred at. IBM, from the causes and on the date stated above. 


saw the sleceased ‘alive ° 


yy ATURE > = ie 226. DATE 
ne IG. IG! 
Vacecenst teOcey M.D. il~ DIRECTOR L} pus. [) 
Nae oe ‘J 22d. ADDRESS 
{ e NAME (Type) 


oe = Vidal adi Min Me 
g SAN SO Opt “7 : ‘Gia Neage. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 
director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 


death. Page 4 may be retained by the hospital or attending physician, 
be filed with the State Dept. of Health prior to burial, cremation, or remov: 


1 C MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Xe 
eo 
\ 0044) CERTIFICATE OF DEATH pnd Gi} 


in 24 hoy 


wh 


«Type ar print) AY A A W A oR 4d a Bray N 


+ 
S. SEX 6 COLOR OR RACE |7. MARRIED JK) NEVER MARRIED [7] |® DATE OF BIRTH sy , ee (In years [IF UNDER 1 YEA 
, las ‘Months 
MA w TE |\wivowen [J Divorced [] CAT. CES pie 


10a. USUAL ‘OCCUPATION {Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY }11. = PLACE as ‘ar foreign LZ ies + angie 
if £ 


AGMES ia len raat, i d VN ER. YL N (A 
RD AVACAK 4 


13, FATHER’S NAME 14, Mi wa MAIDEN NAME 
"Pa 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. } 17, INFORMANT 
(Yes, no, or ugdngiwn) IE yes. give wor of dates of service) M 
Ne AVAL, KEN OLN IMR aR [KA LA OWN 


- re 
& 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
cane ee i. FA b. TY, 
£33 Alp [0.0 bab manviasn ANd CP 2 DLL 
= Ss b. CITY OR TOWN (If autside corporate Ijsniys, v ¢. LENGTH OF STAY IN Ib ITY ae TOWN ae outside limits, pugite RURAL and give nearest town) 
3 6 RURAL and give nearest wy 
B 5s ANEY TOW YEARS VURAL 
222 d. NAME OF HOSPITAL ne nat in oo al, oe 2 abel J law We VL OLN. e. IS RESIDENCE 
wa OR eM ‘7 ‘ON A FARM? 
“ 
9 ; me bb. S Db ves) noO 
6 2. NAME OF First Middle 4. DATE Manth Doy Yeor 
rm OF, DECEASED 
ry 
o 
8 
2 


ely filled in 


& 


MALTA SNEED 


Then pleose remove corbon popers. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c).] y INTERVAL BETWEEN, 
Mm LS EtHln Cee bral Goftenia (eh 
a23aay DUE TO 
Canditions, if eiichist " ( P=aN .ebnal Fir s4ervescleras is £0 sD 
gave rise to immediate 


couse (a), stating the under- ( SUE TO 


iving cae oe ok Be "Te Be riss oy) Brterisccleressé | Jo 


ronsit permit, 
the State Boord of Health prior to buriol, cremotion, or removal, ond in any event, within 72 hours citer dea 


NDING PHYSICIAN: The low requires thot the deoth certificote be executed wi 
4: After this certificote hos been signed by the oftending physicion ond complet 


ie 
6 
Y 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT aad T Bee, DISEASE CONDITION GIVEN IN PART 1(a)]19. Wiis AUTOPSY 
S = 
a 0 Is Convelersens, Chrome Myocarditis WI mi heaut Flock YS C1 NO [a 
i © | 20a. ACCIDENT WAS UNDERLYING (J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
= & | OR CONTRIBUTING L] CAUSE OF DEATH 
= 3 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or tawn) (County) (State) 
5 3 Hour o. m. While Nat. while factary, street, office bldg., etc.) i 
~s 2 p.m. jat work ([] ot work [7] ‘ _ 
3 uf 
3 21. | certify thot (I) (this =a , ae No ee ee Ee 197, to__/ f=. _, HET? that (1) tare} lost 
= saw the deceosed alive on_J./ 27 ___-____ dof and thot deoth occurred ot id .M, from the couses ond on the date stated obove. 


2a. SIGNATU 7 3Pb.DATE 
ATTENDING ‘MED. STAFF 
Coes 7 M.D. | PHYS. piRector ()_ PHYS. () age 
22c. PHYSICIAN'S: 22d. ADOR! 
NAME (Type} ammema 
=k S MeVas $i AN SE ee 


2c. NAME OF CEMETERY OR CREMATO CATION (City, lown, or county} (State) 


ADOR Se, 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


Ali @ De i A Lp DATE JAN 7 19 4 fhorksg ledge. 


L DIR 


AIZEI 
R A OB ceaeihi 
poge 3 should be detoched for use os the buri 


TO HOSPITAL OR 
moy be retaine 
TO FUNERA\ 


== 
as 
=> 
2a 
psa 
Se 


1 
g FOR STATE 


HEALTH DEPT. 


§ 

oO 

8 

o 

2 

a 

> 

& 
@: 

ol 

> we Ss 

FS 

=Bee 

eASe 

Soren 

.eENS 

ZT Vs 

a .0F 

oye 

2a 38 

So an 

x 

Soa 8 

cz ee 

are 

RPE=s 

2533 

gees 

S525 

Sess 

2 

3 

oO 

2 

5 

Ls 


be used as a burial 


TO DEPUTY MEDICAL EXAMINER: This cert 


lease execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 je 


4 should be forwarded to the Chief Medical Examiner's O} 


TO FUNERAL DIRECTOR: Page 3 shoul 


Health or its designated agent, prior to burial, cremation, or removal, and in any event withi 


pl 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0 04é 2 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 4y 
1, PLACE OF DEATH - 2. USUAL RESIDENCE (Where deceased lived, If instiluti sidgyice before admission} 
a. COUNTY a, STATE . b. COUNTY J 
Carroll County MARYLAND Pennsylvania 
b, CITY OR TOWN (if outside corporale limits, ¢. LENGTH OF STAYIN 1b || —c. CITY OR TOWN (If outside corporale limits, write RUR, and give nearesl town) 
write RUI 4 g{ve neeres! town) 
Wiles Hanover ye OP Aad 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS L a. 1S RESIDENCE 
ON A FARM? 
Tracy Mill Road alk Route 2 cae ves fx] No [J 
3. NAME OF pee A Middle] last ics Lot ‘Month Year 
DECEASED . 4 
(Type or prini) RALPH LEPPO SEATH 28 19 6h 
5. SEX 6. COLOR OR RACE) 7. ARRIED [54 NEVER MARRIED B, DATE OF BIRTH 9. AGE = ‘years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
2) oO Rw Ue Months| Da Hours | Min. 
white wipoweo [] _—vivorceo [-] | /2-/.5/ Ae) ° 
10b, KIND OF BUSINESS OR INDUSTRY (711. n Zz ale or CH Ti 12, ye WHAT COUNTRY! 
13, FATHER'S R'S ata EN NAME 4 


15. WAS DECEASED EVER IN U.S, ARMED FOR: 
(Yes, ng; or unkown) | (Ifyesgive waror datesot sefvi 


: yo- 3o- Seance in Gt 


48. GRUSE OF DEATH [Enter only one cause per line for pr (a), (b}, end (c).] 

eae EAT MEDIATE CAUSE [a] Arteriosclerotic cardiovascular disease 
foie) ep DUE TO 
Conditions, if ony, which (b) 
gava risa to immediata cause 
(a), stating tha underlying 
cause a: cs 


INTERVAL BETWEEN 
ONSET AND DEATH 


DUE TO 
{e) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)) 19. WAS AUTOPSY 
— =<" > ERFORMED?: 

zy 

s c Yes no [] 

= 20s. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nalure of Injury in Past | or Part Ill of item 1B.) 

& | PRIMARY [) or CONTRIBUTING [1 

G | CAUSE OF DEATH. 

x 20c. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, * i 20f. (City or town) {County) ii : {State) 

8 Hour a.m, While __Not While feclory, street, office bldg., etc.) 

2 isa 19 jat work [7] et work [_] f 


21. I certify that | took charge of the remains described above, held an Autopsy kk} Inspection me! Inquiry ob and in my opinion 
death resulted from, Accideft i: Suicide |e Homicide im} Undetermined manner Oo 
i CHIEF MEDICAL EXAMINER [_] 


Nafural causes 


ACTUAL 
DyaNneiee tap, ASSISTANT MEDICAL rama fa DATE SIGNED 
DEPUTY MEDICAL EXAMINER 
EXAMINER'S 1-29-6) 
NAME (Type) Re Breitene a Addrass (Sireet, ae foyn, or county) _ 
2a. BURIAL, CREMATION,| 22b. DATE THEREOF G EMATORY REROR ER ity town, of county) Ws (Stete) 
OY, 
Te, Cittiig beer ie Ht rr 


24a. REC'D BY REGISTRAR ue REGISTRAR’S. Ee 
DATE FEB 3 id64 Me Sem hp g 


MARYLAND STATE DEPARTMENT OF HEALTN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


RQ 


a me 
aR 0443 CERTIFICATE OF DEATH 00442 
a 5 . PLACE OF DEATH 2. USUAL RESIDENCE (Where decaesed livad, If institution; Residance before jission) 
g 3 a. COUNTY c a. STATE b. COUNTY 
3 2S _ Carroll MARYLAND Maryland Montgomery 
a Sat b. CITY OR TOWN (if outside corporete limils, ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest lown) 
= 2 y- write RURAL end give neeres! town) 
© 5a8- Sykesville Oy Im 254 Gaithersburg _ FP) 

ES 2 2 od d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS Vy. fe IS ESD 
a A FAI 
is N peppnetia 4s State Hospital ||__Route #2. Let __| ves [] No FX] 

3 4 : |p & DECEASED First Middle Last a Bee Month Day Yaer 
8 Sse ae George William Lowry peaTH AN, 2¥ 19 64 
8 ves 5. SEX |6 COLOR OR RACE | 7, 4aRRiED [-] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yaors |IFUNDERT YEAR| If UNDER 24 HRS, 
@ 88s Male White | wiowep[]  vivorceo ]| 9-272- 9g oy | pera ltcsnt rena 
ear | -272- yrs. 
2 alahe Ws. USUAL OCCUPATION (Give Kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stofa, or foreign couniry) | 12. CITIZEN OF WHAT COUNTRY? 
= RE > jona during most of working life, avan if ratired) 
e Sg 13 oy 3 NAME aS Neo virginia Usieh = 
3 2 8 = e 14. MOTHER'S MAIDEN NAME 
a ae cy Frederick Lowry MEK Emily France Lowry 
£ $33 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address. > 
rz ae 3 (Yes, no, or unkown} | (Ifyasgivewarordatesofsarvice) 
of Meas TIS No 215-14-7257 Springfield Hospital Records, 
ga Ree 1B. CAUSE OF DEATH [Enter only one cause par lina for (a), (b), and (e).] “) INTERVAL BETWEEN 
= ey a be PART I. DEATH WAS CAUSED BY: n Su hag Ge Ul 
gees IMMEDIATE CAUSE (e)___ Brochopneumoni.a, —— -|-1—week —— 
eee cite 
DUE TO. - : 

ZZcEE AAs Cardiovascular disease 
as oe 4 Conditions, if eny, which (b). —S 
2 sos gave risa to Immediata ceusa iene . = a al 

23> : - . " fF 
i oe 2 le): ithe lade ing ‘ Generalized arteriosclerosis 

feta ——— c — 

HE Bee ,|Z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[e)/ 19. WAS AUTOPSY 
eee 0|zPhronic Brain Syndrome associated with cerebral arteriosclerosis vis [] NO. 

£35 1s eimai Lois tole 

=] 200. ACCIDENT WAS UNDERLYING: tae a 

ie 2 & 2 = OP CONTRIBUTING [] CAUSE OF DEATH 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part J or Part Il of item 1B.) 
fc) oe. fo} © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

oor a a 
BwZ SS | S| 20. TIME OF INIURY — Month, Day, Yaer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, farm, + 20%. (City ot town) (County] {(Siote) 
pegs 3 Hour e.m. Whila Not While factory, sireal, office blds., ate.) | 
HeSea = 19 jet work [_] et work [] t 
H 
Bebe Im. 19.99 to sey 19046, that (1) (RTS 

2 iP 4 
mise 3a . and that death occurred oR, from the causes Bed on the dale staled above, 

sana 
Ora, is ATTENDING MED. STAFF 2b GNED 
Be ot PHYS. = [J birector [} Puys. K} 
I = - 
Soe as | tad. ADDRESS Springfield State Hospital 
wuoZay 
O2B8 3 Sykesville, Maryland ee 
ad 3 o2 Bie, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (tots) 
ovos dilland 
mn 1~31-6)) St. Luke's Lutip ran Re » Maryland 


24 FUNERAL DIRECTOR'S SIGNATURE AODRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Francis H. Barber Laytonsville, Mde 


5 

> 

Ss, 
LBD 


20M 5-63 


., 


@ 24 hours after 


lease remove carbon papers. 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72hours after death. 


AITENDING PHYSICIAN: The law requires that the death certificate be executed 


TO HOSPITA: 


be retained by the hospital or attending physician. 


death. Page 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


$64 _ _CERTIFICATE OF DEATH : 00445 


1, PLACE OF DEATH > 2. USUAL RESIDENCE (Where deceored lived, If inslitution: Residence before edmission) 


2 

o 

Aes 2, COUNTY STATE b. COUNTY 

ein & Pp RE 6LL MARYLAND SVAKRV AH 2 Qavanec 2 ae 

Su b, CITY OR TOWN [if outside corporate limits, | c. LENGTH OF STAYIN 1b |) c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 

BS A sari EipONCA LCs ncllgiomtn eer eaistovta 

soz | WE STM INC rep |4-0 Meales 7/257 STEER , AP 

0 8 d, NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give sfrect eddress) “4. STREET ADDRESS ® Se ens 
53 cyurchk sr S38. CACRCA STREET _| wat woah 

3 pba First Middle Lest ay DATE Month Yeer 


{Type or print) Jor NV : ™M 4 G LM | DEATH c PNVARY 7) 9 bY 


ie: a ae oy ne ORRACE|7, MARRIED Peinever MARRIED [-] | 8-_ DATE OF BIRTH ]9. AGE {in yeers /IF UNDER? YEAR| IF UNDER 24 4 


last bicthday) |onths| Day Ho Mit 
bl ALE wipowep[] _viverceo [1] WTA EA 18 PF 6? ma | 4 a ag | + 
Wa. USUAL OCCUPATION (Give kind ot work port 


‘ena ais Frodloflwortlon likes tem atelived] | J0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) ] 12. CITIZEN OF WHAT COUNTRY? 
a LIFE WSR CARROLL COUW TY USA. 

13. FATHER’S NAME 14, MOTHER’ 'S MAIDEN NAME Fi 
CHARLES — MACIW IWMARTHA SEIPP ' 
15. WAS DECEASED EVER iN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17, INFORMANT Address ia 

{¥es, no, or unkown) { {ifyes give wer ordatesot service) Bays $38.¢ wa vecn 
men 24-01-92) WIPE - HRS Job MACH WESTH LSE 
18. CAUSE OF DEATH [Enter only only one cause per line for (e), (b), and (¢).) INTERVAL BETWEEN 


OW AND DEATH 


ate “ACUTE MYecARr DIAL LNFARCHIN 
Conditions, ive a} MV6cn RDIAL Ins UF FICIENCY hee VE RRS 


eo VMALVULBN J4ERRT DIsense “6 Years 


jeting the underlying 
cause lest. 


a 
& 
3 
o 

vu 
< 
6 
c 

= 

Ae 

= 
a 
D 

= 

oO 

€ 
= 
x) 

o 
= 

> 

a 

H 
is 

cs 

i 
w 
° 

ae 


hat (1) (we) last 
, from the causes and on the date stated above. 


21. | certify that (I) (this hospital) UDPY the “bY. from. 
Yana that death occurred f 6: 


G FF 22b. ea 
ATTENDIN® STAI 
D Wellner mo. | PHYS.) BiRecTOR OD Pays. I- 7) y- ia 


ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUY NOT RELATED TO THE TERMINAL DISEASE. ‘CONDITION GIVEN IN PART Ie) 19. tag 19. WAS AUTOPSY 
- re ER 
Ole 
i] | ee Lil Roy a ‘yl ed - oe yes [] No [] 
$ = 20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert 1 or Pert Il of item 18.) 
al & J OR CONTRIBUTING [] CAUSE OF DEATH | 
= © [(IF EITHER, NOTIFY MEDICAL ER ERY| 
= = ae ena ~ cS : ee 
& ss 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, 201. (City or town) {County} {Stete) 
oA S Hear" ne While __Not While fectory, street, office bldg., ete.) | 
: : ai 19 Jet work [_] et work \ 
a 
9° 
B 
iS) 


saw the deceased alive } oF 


220. TURE 


director, page 3 should be detached for use as the burial-transit permit. Then 


| 22. 9 99 |22d. ADDRESS 
DANIEL 2 WELLIVERR | WESTMINSTER MORYLAAZ 
5 it Te, BURIAL: CREMATION: 3b. DATE THEREOF ‘Dac. NAME OF CEMETERY OR CREMATORY. ~ ) 23d, LOCATION (City, town or county) (Stele) 
9 ach NI. je law WAATLIEY | UESInMSER LA \ bE Slow SILA AIO 


han DIRECT 'S SIGNATURE ADDRESS Se. REC’D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATORE 
roe [ane bie, MESH ASTER, Mdlemlin TORE FOE Pg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of Fears! RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00425 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 4g 
1. PLACE OF DEATH = tem LeFiimGsh5 00 4 


OR STATE 
REALTH DEPT. 


Os faabibence (Where piecened lived, If institution: Residence before 


on) 
ie: CCONTY, e. STATE b. COUNTY 
Carroll 4 MARYLAND _ Maryland : - vet 
b. CITY OR TOWN [if outside corporete &. Byer pgs STAY IN Ib ¢. CITY OR TOWN (if outside corporete limits, write RURAL and give neerest town) 
write RURAL end give neerest to ¢ 
ral--Sykesville Bm 20d Baltimore BY Bi 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospifal “give street eddress) d. STREET ADDRESS «. IS RESIDENCE 
ON A FARM? 
Springfield State Hospital 427 Mannasota Ave. ves [] Nox] 
NAME OF First Middle Lest 4. DATE Month bey Yor ee 
ECE. : OF 
(Type or print) Edward Francis Maher | DEATH al, lef 19 6 
5. SEX 6. COLOR OR RACE! 7, maRRiED [CU NEVER MARRIED [20] | 8 DATE OF BIRTH -. 9. AGE (In yeors |IFUNDER1 YEAR| IF UNDER 24 HRS. 
bs bithdey) [Months] Deys | Hours | Mi 
male white WIDOWED | DIVORCED 9-1L-13 eas -: 


10s, USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 
done during most of working life, even if retired) 


frown, (oak6. Se Maryland 


Ha F TaTtenst S NAME 14, MOTHER'S MAIDEN NAME 


ard Mary E. R. 

15, Richard. Figber ARMED FORCES? | i) F30TETYO° Meroe, &, Mahon Address a 
Duy Ce 2 

unknown _unknown Hospital r cords 2706 Cvergreen | 


(Yes, no, or unkown) | (Ifyesgivewerordetesofservie 
‘18. CAUSE OF DEATH [Enter only one cause per line for {e), (b), end (c).] INTERVAL BETWEEN 


12. CITIZEN OF WHAT COUNTRY? 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (e)_ Aeute Myocardial Infarction _._____.|__Wiaeetee 
44a l. } DUE TO 
Conditions, if eny, which (b) 2 = 
geve tise fo immediate couse Coronary Artery Disease = a — 


21. 1 certify that | took charge of the remains described above, held an Autopsy va Inspection Oo Inquiry [ial 


ident [_]. 


and in my opinion 
death resulted from: Natural causes 7 Suicide [_], Homicide [_], Undetermined manner [] 


CHIEF MEDICAL EXAMINER: 


s 


& (e), stating the underlying ( DUETO 

= cause fest. hel 
oa) z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART K(e)] 19. A Cote e? 
4 = oo PERFORMED? 
a 5 Schizophrenia, catatonic type i vs BQ No 
23 i | 200. EXTERNAL CAUS 5 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) a 
22 & | PRIMARY [1] or CONTRIBUTING [] Ss 
ae G | CAUSE OF DEATH. 
25 5 | ad = = 
(S33 G | 20c TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, ferm, | 201. (City ot town) (County) 
50 2 HEU dim. Rabe While 1 While xfactor, street, office bldg., ete.) | aie 
o 2 Z ais 19 at work at work 
82 
sy? 

Oo 

7 


ACTUAL ASSISTANT MEDICAL EXAMINER DATE oy tT 
5 SIGNATURE LA ind. > 
ra] 8 EXAMINER'S DEPUTY MEDICAL EXAMINER, DX] “K ju TAZ 
x 
4 ce _| NAME (Tyee) W,/ Glenn Speich 3 MDe Address (Street, city, town, or coun ebek. lice 
Beeps 22a, BURIAL, CREMATION,] 22b. DATE THEREOF 222, NAME OF CEMETERY OR CREMATORY Ser ae ae town, of country) ——~—=Ss«(Stete) oe 
2 MOVAL (Specify) 
2a Buriat 7-20-64 | Ho Redeemer (« (emet. alto. , 


23, FUNERAL DIREC ADDRESS 


“Leonard 9. Ruck, Ine.,balto. 1yflaryland | 


ry 
24e, a ¢, BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
AN 9 
ate 20 1964 {2 \ectge. 


YR AISME 
5M 1J62 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Oa (Bh RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
— of is CERTIFICATE OF DEATH VA 
5 BD if { as 3 
= 33 1. PLACE OF DEATH 7]. USUAL RESIDENCE (Where deceased lived, Hf Institution: Residenc® bolors odmission) 
ose 8. COUNTY b. COUNTY 
3 rr : MARYLAND 
2 539 x B. CITY OR TOWN [if outside corporate mits, e ays OF ee INIB srest town} 
ep eee write RURAL agd give nesrest to 
Es MAA LAA /SVUME THE ; 3. 1S RESIDENCE 
3s / d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give Ph rs 15 RESIDENGE 
fo ® / ~ 1 
fe: Zeus Artlle, LT | 7 SOE: 2 yes ["] NO 
i [3 RANE OF ~~ Middle = re DATE Month ‘Yoar 
twee) = “THOMAS WILLIAM 1A THER. pearh SQ /, oe, 196 
5. SEX 6. COLOR OR RACE 8, DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 


7. MARRIED E-PREVER MARRIED [| ea beth oa Hien Cee 
wipoweo [] _oivorceo [] 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY aT ACE (County & "7 or forsign country) 712, CITIZEN OF WHAT COUNTRY? 
during most of working life, avan if retired) AG 


hye 2222 eal yal gs 
. R ME i, 


MOTHER'S IDEN NAME 


T OPitE-O Zt = 
15 WAS DECEASIO Eve IN US. ros FORCES? | 16. eth SECURITY NO.| 17, INFORMANT . Address 
(Yas, no, or unkown) Myersivewarordatesctrervice) Lt 


{, and in any event, within 72 ho 


that the death certificate be executed 


gned by the attending physician and completely 
it permit. Then please remove carbon papers. 


o 
: — Ve -Y CIS) (ipo sali 
= ¢ s 18. CAUSE OF SIRES Tenor only one cause ppedine for rs a (b), ef = Pes BETWEEN 
2s 5 PART |. DEATH WAS CAUSED BY: ONSET AND DEA 
as = IRI EDIA TESS) TG EA 
SES 22 é / DUE TO ves Seca? 
Ba 7% 
z2c8 Conditions, if any, which “ 
as (b) ga < 
‘ 23 5 gave rise to immediate cause 
522 : 5 DUE TO 
fGa.02z2— {a}, stating the underlying 
e4on eet 
25H 25 causa lant, (c) a — ——— 
me eta Es PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONAITION GIVEN IN PART lle) 19, WAS AUTOPSY 
HeSeo eg a PERFORMED? 
g SE es 3 YES no Dy 
ne 5 apd £ 208, ACCIDENT es UNDERLYING [J] 20b. DESCRIBE HOW INJURY OCCURED. [Enter nature of injury In Part or Bat Il of item 18.) - 
o 3 d IBUTING CAU: ATH 
REgts G |r EITHER, NOTIFY MEDICAL EXAMINER) 

4 a o = — 
gas £2 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ] 20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stata) 
ayias Hour a.m, While __Not While factory, street, office bldg., atc.) | 
Be gee = 19 st work [_] at work [_] 
yo a 
Be O88 fy : 2 Bf that (1) (we) last 

mcd 
a Bose welt 2G, and that dea’ ected we: fm the causes and on the date stated above: 
a Be U TENDING Mi ere res SIGNED 
° A ED. STAFF I 

ees \ “p, | PHYS. N pirector [-] PHYS. [-] 4/3 (q 
dvd ae sapien ree) ___ UES 
Heads | 
ma Wl Hi Vj 
OR Se es Sell ee eee ee ee ———— 
ge ga N 33a, BURIAL, RATIO: 23b. DATE THEREOF 23c. NAME OF CEMETERY OR 6REMATORY ~ (Stata) 

Ss = RMOVAL Tpoci 7 
opt ah Way ae With | tre Ms, 

24 JUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BYAREGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
VR AIS (4) . 7} 0) 


15m 76‘ ; Me y 7, ; - loa JAN 15 1964 jptertey 4 
= of 4 OY ae ff 


Lg Fh. holo P 


— 


mitt ty cmilaarael RESEARCI 


MARYLAND STATE DEPARTMENT OF HEALTH 
H_ AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


00446 


(e), steting the underlying 
cause lest. 


{c) 


ERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19, WAS AUTOPSY 


&s 62, — = ——— 
g 83 M) ERENCE Oh Dare 2, UBUAL RESIDENCE (Where deceased lived, If insiitution: Residence before edmission) 
ee e. STATE b. COUNTY 
5 Re Carroll MARYLAND Maryland __ Carroll 
= ae! ie b. CITY OR TOWN {if outside corporete limits, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
~~ FAG Gu. wrile RURAL end give nearest town) j 
s Sate Westminster yrs Xx Westminster, RD 4 — 
= aS d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) { d. STREET ADDRESS , IS RESIDENCE 
r PS ON A FARM? 
a 4 
wr Jordan's Rest Home — = _Clearfiekd ves [] No 
3 4 S Fe Pas ip ~ First Middle fast 4 eed Month Dey “Year 
ick SS) T int) 
E Bos Wage ig i ETAZTS REBECOA MILLER BERTH JANUARY 28 
Sgs 5. SEX 6, COLOR OR RACE)7, maRmieD [~] NEVER MARRIED [] | 8 DATE OF BIRTH 9. Astin ee IF UNDER 1 YEAR| IF UNI 
3 ~ . Y) |"Months; Days | Hours | Min. 
a S33 female white wipowen &]__vivorceo[] | Febe14,1872 91 vn. | rset 
8 & 2. 2 10a. USUAL OCCUPATION {Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 7] 12, CINZEN OF WHAT COUNTRY? 
= Tuto © during most of working life, even if retired) 
5 Ss? . $4 housewife Manchester, Maryland bi U.S.A. 
“3 = Be 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
£ gs 
J £ 
$ ung Peter Fowble , Catherine Houck 
e S§_ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
2 323 (Yes, no, or unkown) | {Ifyesgivawerordetesofservice) 
g.2..2 Ce Utada Mrs. —Sizde R. Ecker same = 
= ¢ oan ¢ 18. CAUSE OF DEATH [Enter only one cause, line for (al | (by, end [oye INTERVAL BETWEEN. 
egee 5 PARTI. DEATH WAS CauseD BY, “ag ww oslo 
Sau a S IMMEDIATE CAUSE (a) by os So cin i 
S85 2.9 i / DUE TO 
g2cte Conditions, if eny, which (by ed “= Ly f 
ry ts 5 geve rise to immediete cause 
“£2 > DUE TO 
eo 
# 5 
a5 
Se 
g 
n 
» 
a 
oe 
i) 
a 
2 
E 
x 
es 


Fi 
c 
38 
2 
Bg 
za) 
gta Zz PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TH 
8x82 2 2 eS PERFORMED? 
Eas 6 Ly Leas Les YES NO 
28 alae FE | 20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. Lore | neture of injuf/i# Pert | or Pert Il of item 18.) 
and & | OR CONTRIBUTING [-} CAUSE OF DEATH 
fe 5s © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
se) a = — 
35 £2 & | 20. TIME OF INJURY “Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20%. (City or town) (County) (Stete} 
B<ss 6 Hour e.m, While Not While factory, street, office bldg., etc.) | 
[anes iQ g 19 et work at work 1 
wae ! 
O38 y ts hospital) attended * deceased from.. io? Abe L6.., 195:h6 tol.) 2 wn IGE: , that (we) last 
£93 2 Meath oe aa. .M, fro’ the causes and on the date stated above, 
eo. a 226. eee 
ATTENDING, MED. STAFF GNI 
ae er Ate ‘ne MD. AKL opmector [] Pays. [] on 
x a ne ry = 7. a ADDRESS, 
Hog ge | iS ai} eo Soe 
ae = pe) \. in =) WO he i. -~ / te: 
aE ss Ns Salis & he pke er est mth shee cu Mae 
Qe a ge Be, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 234. Meess (City, town or county) ~ {Siete} 
(tees 3 RON aE esc] 
oe Qs Bahan 1/31/64 Westminster Cemetery. _| Westminster, Maryland 
VR AIS (4) y 24 & Seb Vonpeh SIGNAT! rece 2 vieat TEE D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE 


1sM 7/61 


Lite] preeialee 


a 3 1966 


frortea wage. 


i 
| 


Lo AES Al 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


z ¢ CERTIFICATE OF DEATH 00443 


- 
1. PLACE OF ef4 = 3 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


es 


ould= 


7 


| 
| DEATH January 30 19 64 


é COUNTY 
im a. a, STATE b. COUNTY. . 

Bec [i Peg neared tale ste. MARYLAND Maryland  =—Ss—s—s«éBaltimore =§ V__ 

2 7 b, CITY OR TOWN {if outside corporele fimits, | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 

= & write RURAL and give nearest town) | 

SiGe Rural Sykesville o*.- ‘ Dundalk 

13 ot d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give streel aggress) d. STREET ADDRESS en 
i | 

@:: Golden Age Rest Home | 98 Kentway WL MO 

5 i Last 4, DATE Month Day Sear > = 
a 
5 


) NAME F d 
ECEASED 
(Type or Kn) 


ding physician and completely filled in by the funeral 


| 5. SEX 6. COLOR OP RACE|F, XprieD [Never MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years IF UNDER1 YEAR| IF UNDER 24 HRS, 
last birthday) “Hours |) Min. 
Male White WIDOWED oivorceo[-]| June 30, 1878 85 yn. 

10a, USUAL OCCUPATION (Give kind of work ] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 

done during most of working life, even if retired) 

Seale Repairman Self Employed | England (Uh Seeihi 

13, FATHER’S NAME = — | 14. MOTHER'S MAIDEN NAME 3 7 a. 
Emanuel Mitchell | Hannah Whitaker = 

15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY No. 17, INFORMANT - Address 

(Yer, no, or unkown) | (Ifyesgivewerordatesofservice)| 

No ai 213-09-0174 (Clyde Dunlap 98 Kefrtmay, Dundalk, Md. 
18. CAUSE OF DEATH [Enter only one cause per ligeyfor (a), (b), and (c).] y 


jician. 


‘CTOR: After this certificate has been signed by the atten 
director, page 3 should be detached for use as the burial-transit permit. Then please remove car} 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) 


"| INTERVAL BETWEEN / 
OL AD, DI 
7 ZL. 


(AE. TO THE TERMINAL DISEASE CONDITION GIVEN IN PARKA(e} 


i ad > 

TED K DUE TO. 
Conditions, if any, which {b) 
gave rise to immediate cause 
le), steting the underlying 
cause lest. te) 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T 19, WAS Ai Y 

2 PERFORMED? 
{ls yes [] No (J 

= } 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Past | or Part Il of item 18.) >. 

& | OR CONTRIBUTING [} CAUSE OF DEATH | 

G PF EITHER, NOTIFY MEDICAL EXAMINER) | 

3 20. TIME OF INJURY Month, Dey, Year | 20d. tNJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) (tate) 

6 Hour a.m, While Not While fectory, street, office bldg., ete.) | 

= ae Tf let work LJ at work ! 

2. | certify that (I) (this @espital) aft. LO Sowee Loves Kero... MOE, 19.2, that (I) (we) last 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed, 


be retained by the hospital or attending phys’ 


e causes and on the date stated above. 

22b. DATE 
STAFF SIGNED 
PI be 


saw the deceased alive og 


E 


TTENDING, MED. 
PHYS. (1 oirector [J 


9 


D. 


MABT (NM ofa tL Bik. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within{2 hours after death. 


Ess 

eeu 

OcD Fae. WURIA CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY (Stete) 
moh REMOVAL (Specify) 

o%0 Burial 2/1 E iiutheran Cemetery _ : Taneytown Ma, 
la 


24 FUNERAL DIRECTOR'S SIGNATUR| eS . 25a. REG REGISTRAR, 964 REGISTRAR’S SIGNATURE 
C.0. Fuss & So “ll. ae Md. et! te FEB 3 a: 64 CLavlag epee 


The law requires that the death certificate be executed within 24 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


, MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0 0 4 4% 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2. COUNTY a. STATE b, foe 
Carroll - MARYLAND ryland timore City 
b. CITY OR TOWN (if outside corporate limits, «. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate | limits, write RURAL and give nearest town) 
write RURAL and give nearest town) P 
Sykesville 5 months Baltimore 2 -s U 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS . IS RESIDENCE 
2 ON A FARM? 
by 
“5 2 —,paprinefield State Hospital é : | _.3520 Hilton Read __| "ts [J] no | 
5 | 3. NAM Middle Last 4, DATE ‘Month Day Year 
(5 DECEASED OF 
eS reer ety LILLIAN MAY MUELLER ea January 1 19 6 
°5= 5. SEX 6. COLOR OR RACE|7, MARRIED [~] NEVER MARRIED [~] | 5. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
pes : és : last birthdey) eee Hours | Min 
8s Female White wivowep€] —_ivorcep ["] 6-9-2885 yrs. 
a 2 S4 10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLAC: (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 2 ® done during most of working life, even if retired) 
Ese Domestic ni Maryland SeAe 
a Sc 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o 28 
=20: * . 
3ae Henry Strine a Matilda Hardester _ 
SS. 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT Address 
= 3 i (Yes, no, or unkown) | (Ifyesgivewarordatesofsarvice) 
Kees no Unknown Records, SpringfieH State Hospital a 
bee re 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (e).] INTERVAL ! BETWEEN 
ONSET AND DE, 
Oss PART I. DEATH WAS CAUSED BY. 
23 AO) IMMEDIATE CAUSE (8) Bronchopneumonia aa sue a Days 
=¢ 
Goes Rs x, DUE TO 
25s TA : e 
foche Conditions, if any, which w_Arteriosclerotic heart disease ss Le |S ateers: 
ae § gave rise to immediate cause 
SS = (2), stating the underlying DUETO 2 ’ 
ae couse last «o__ Generalized arteriosclerosis Years 
Fs PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a); 19. a rerronieny 
» 12] ey SON P URI CTTONEATEN 
) =| Chro brain syndrome associated with cerebral arteriosclerosis, with 
O ls | parenae, 8 rea ction. Ze ves (]_ NO fc] 
= 20a, ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
‘s | OR CONTRIBUTING (] CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= 20c. TIME OF INJURY Month, Day, Year 2Dd, INJURY OCCURRED | 2De, PLACE OF INJURY (Home, fai ee) | 2Df. {City or town) (County) {State} 
re Eee While Not While factory, street, office bldg. ! i 
= p.m, 9 at work at work | 


. | certify that (l) (this hospital) attended the deceased from... oo “1203 Roe 8 - TR csseecoy 19.0.3, that (I) (we) last 
saw the deceased alive on.. Oe Mao ae endl ited asm cen celts M, roth the causes and on the date stated above. 


ares iz er ate ATTENDING MED. STAFF fe SIGNED 
LAs lols . mp, | PHYS. [J director [} PHYs. X] 1-2-6) 
Cos 22d. ADDRESS Springfield State Hospital 


T"lAgustin del Campo, MVD. | Sykesville,.Maryland a. 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME hoes CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
MOVAL. {Specify} 


~ 


death. Page 4 may be retained by the hospital oi 

TO FUNERAL DIRECTOR: After this certificate has been 
director, page 3 should be detached for use as the burial 
be filed with the State Dept, of Health prior to burial, 


Bois et aed aoe 
74 FUNERAL DIRECTOR'S’ SIGNAZURE ‘ADDRESS REC'D BY _ 2b. oles SIGNATURE 
VR AIS (4) ra , pth, Monet J Ze o AN 6 
20M 5-63 oeee E 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


y be retained by the hospital or attending physician. 


TO HOSPITA, 


Be 
BOS 


e 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


— 


00453 CERTIFICATE OF DEATH 004 44 
a Herc DEATH 2. USUAL RESIDENCE (Where deceesed lived, it Institution: Residence before edmission) 
Mi ‘ €arroll ~ MARYLAND _ Maryland * COUNT Mont gomery 


b. CITY OR TOWN {if outside corporate limits, | c. LENGTH OF STAYIN 1b || ¢. CITY OR TOWN [if outside corporate limits, write RURAL and glve neerest own) 
write RURAL end give neeres! town) 
Rural- Woodbine 17 months Rural- Damascus 


id in by the funeral 


jove carbon papers. Pages 1 and 2shauld 


4S RESIDENCE 


@ 24 hours after 


72 hours after desth 


4, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) ~ d, STREET ADDRESS 1S RESIDENCE 

SS LEE pee. Age Guest pene ne 3, Mt. Airy __| ves Hf noL] 
r ~ NAME ( First Middl; ny eer 
2 PEERED Wii 
= (Type or print) - TY 
8 5. sey 18. COLOR OR RACE 

f 7. MARRIED |] NEVER MARRIED 8. Di AG OF BIRTH 9. AGE (In years |IF UNDERT YEAR] IF or 2h RS. 
Zz Oo oO ‘3 birthday) a Deys | Hours | Min, 
a White wioowep [7] ovorceo Rd | July 7, 1878 85 yrs. 
5 Wa. USUAL OCCUPATION (Give kind of work 1Db, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County a ‘Stele, or foreign country) 


< 12. CITIZEN OF WHAT COUNTRY? 


during most! of working life, even if retired) 


5 Farmer ira: Fae Nr. Damascus, Md. USA 

Q 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

F 

ca William A. Myllinix | Elizabeth Bowman _ pees 
§ 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

= (Yes, no, or unkown) (Ifyes give werordetesof service) 

iF none |Marion L. Mullinix, Woodlawn, 


1B. CAUSE OF DEATH [Enter only one cause per line (e), (b), end yA ca 


PART |. DEATH WAS CAUSED BY; 
REUIATE CAUSE (e)__ 


f t DUETO 
Conditions, if ony, which 


geve rise to immediete ceuse 
{e), steting the underlying DUE TO 


couse lest, {el Sn 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUT! DEATH 


permi 


. = 
INTERVAL ‘EEN 
ONSET DEATH 


{l-fransit 
|, cremation, or removal, and in any event, within 


TS THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e] 


z 19. WAS AUTOPSY 
g PERFORMED? 
< vss [} no [] 
= ]2Da. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) - —_ 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& | (F EITHER, NOTIFY MEDICAL EXAMINER) 

es eae - is = = a nm 

& | 20s. TIME OF INJURY “Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 201. (City or town) (County) (Store) 
a Hour a.m. While Not While factory, street, office bld H 

= 9 et work [| et work [_] 1 


ECTOR: After this certificate has been signed by the attending physic 
rial 


director, page 3 should be detached for use as the bu 


22b. DATE 


be filed with the State Dept. of Health prior to burial, 


death. Page 


ATTENDING MED. SIGNED 
Mp. | PHYS. pe DIREGTOR 
|22d. ADDRESS 
I 1/10/64 
5 230, BURIAL, WA DATE ae LL NAME OF CEMETERY OR CREMATORY 
3 REMOVAL (Specify) Inde 
ane. 

M4 1/13/64 | Howard Cnapel 


250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


ve AIS (4) a “te ae a : ADDRESS : 
1st 7-62 md ae Damascus, Md. joa JAN 14 J fClhavbog Vectar 
A, a z a 7! 


in and corm 
wi 


icial 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon/papers. F 


hysi 


ing pl 


that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


ires 


d by the attendi 


igne 


The law requi 


Atter this certificate has been si 


ith the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


wil 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
be filed 


VR AIS (4) 
20M S-63 


thin A touts after deatt 


oO 


MARYLAND STATE DEPARIMENT OF HEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00451 CERTIFICATE OF DEATH 00450) 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 


e. CC TY 
e 
i MARYLAND 


write RURAL and give neerest town) 
d. NAME Vik ORI 


ATE G b, COUNTY y 
c. CITY ORT {if outside eros limits, write RORAL end ae neerest ©: 


b. CITY OR TOWN [if outside corporate limits, e wr A STAY IN 1b 
Ltie - 


TITUTION,(if not in hospital, give street address) | 4: STREET ADDRESS e. 1S RESIDENCE 

ON A FARM? 

Carrot © WL LAd [ves] No Eh 
3. NAME OF ~ First - Middle Siet 4. ‘DRTE ~ Month ‘Day seers 


mie JESSE Leos NOM | tan JON, 2 Se 


5. 


9. AGE (In TF UNDER 1 YEAR| IF UNDER 24 ba 
lost birth ey) Meare Deys | Hours Min. 
ys. 


SEX 6. COLOR OR RA 
RACE|7, WARRIED EEREVER MARRIED [] | 89 DATE OF BIRTH 
: wipoweb [ ] pivorceo [_] 


10a USUAL OCCUPATION [Give kind of work 


done during most,of working life, even ‘if retired} 


13. FATHER'S NAME 


10b. KIND OF BUSINESS OR INj 12. CITIZEN OF WHAT COUNTRY? 


Lt Sa 


Ly 20 Lbpf |S 
T IRTHPLACE (Couhty & Stete, or foreign country) 
Larordl (4 . 72d: 


14, MOTHER'S MAIDEN NAME 


YAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL Ot NO.| 17. INFORMANT ~ Address 


MEDICAL CERTIFICATION 


“INTERVAL BETWEEN 
ONSET AND DEATH 


Aware ees a 


no, or unkown) oe nah Lat 
= OS Aaelh 
18. GAUSE OF SRT nie “[Enfer only ona cause wi line for (e). {b), and fe). p ne are 
PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a) 


in 
f / DUE TO : f i 


Conditions, if any, which 
geve risa to immediete couse 


(8), stating the underlying DUETO ets 
cause lest. {e) 


a. 
PART Il. OTH§R SIGNIFICANT CONDITIONS. CONTRIBUTING TO iho RELATED TO THE JERMINAL DISEASE CONDITION GIVEN IN PART Ie) 


19. WAS AUTOPSY 
PERFORMED? 


Se one : ns ves [] No fd 


20b. DESCRIBE HOW INJURY-OCCURRED. (Enter nature of injury in Part | or Pert Il gijitem 18.) 


203. ACCIDENT WAS UI RLYING, 
OR CONTRIBUTING [1] C, 
(IF EITHER, NOTIFY MEDIZAL EXAMINER) 


20¢. TIME OF INJURY Month, Dey, Yaer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20%, (City or town) (County) {Stete} 
Hour a.m. While __Nof While fectory, street, office bldg., etc.) | 
= 19 jet work [| et work [_] i 


21. I certify that (I) (this ne 


saw the deceased alive ented 


al , that (I) (we) last 
date stated above. 


22b. DATE 


ATTENDING MED. STAFF , SIGNED 
Director ["] PHYS. [1] Yeley 


23e. BURIAL, CREMATION, 


VAL_ (Specify, 


231 7 DATE i 23. SS lie ‘CEMETERY OR SREY RY 


258. REC'D BY REGISTRAR 


oabfiN 6 


Sb. REGISTRAR'S SIGNATURE 


fet 2 S ge73 £Sy VEIL. ADDRESS Le, 3 


feet aegOOR 


/ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


; DOGS? tien 2 FR TISATE OF OF DEATH 0045; 


s z 5 
= 2 . PLACE OF DEATH z Gate RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2£ a 
cS a, STATE b, COUNTY JS 
Seng Carroll 5 MARYLAND Maryland Baltimore 
2 2 3 b. Savery ft outside pers lias ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
53 write and give nearest town! ; 
S 2-5 Sykesville ery 9mo,23das Baltimore c"5 
& 85 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) a d. STREET ADDRESS _ ] 15 RESIDENCE 
Bye 
ae, Springfield State Hospital 9845 Hartford Road 
ial | 3. NAME OF First Middle last 4. DATE Month Day 
at DECEASED OF 
Hf | 
ae (yee crprnt) ‘Rose Mary Ricker O'Sullivan bears = January 5, 
$= 5. SEX ~ COLOR OR RACE!7. MARRIED [_] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. eae iF fieies YEAR| If UNDER 24 HRS. 
Months] Days | Hours | Min. 
5: Female White | wow] vivorceo pg | 9=9-8Q 1881 ae oa ead | 
g $s 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 done during most of working life, even if retired) | UeSe A. 
5 \_ Beauty Shop Operator |= eT | Virginia | UeSeAe 


13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
amin Ricker ” |_Mary Neurohr — = 
ms WAS DEC oa ie IN U'S. ARMED FORCES? || 16. SOCIAL SECURITY NO. ‘17. INFORMANT Address 
‘es, no, or unkown) yes give waror dates of service) 
ho Sadish, 79-28-2553 Records of SPRINGFIELD STATE HOSPITAL 
18. CAUSE OF DEATH [Enier only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ATONE n)  Arterdosclerotic Heart Disease es 
Lf ) DUE TO 
Conditions, if any, which » Generalized Arteriosclerosis years 
gave rise to immediate cause ae . Vin a 


(a), stating the underlying 
cause lest, te) 


TTENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospital or attending physician. 
‘CTOR: After this certificate has been signed by the attending physician and completely fred in by the funeral 


stiould be detached for use as the burial-transit permit. Then please ¢ 


ba filed with the State Dept. of Health prior to burial, cremation, or removal, and j 


Z| _ PART. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 
3 
& | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part Vor Part Il of item 18.) 
& ] OR CONTRIBUTING [] CAUSE OF DEATH 
G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
2 ae tt _ Eeeea ae ay 
& [/2oe. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 20f. (City or town) {County} (State) 
r= Hauraean: While __ Not While factory, sHreet, office bidg., ete.) | 
= mini 19 at work at work | : 
21. 1 certify that (I) (this hospital) attended the deceased from....... 3613-59... “4g to... bo S= a fe that (i) (we) last 
* 
zt 8 saw the deceased alive on, alecchaer ; and that death occurred at-- 280 the causes and on the date stated above. 


or 22a. SIGNATURE tee Sari 22b. DAT 
a wo. PHYS. = BiRecTOR Os. January 6, 1964 
s a8 $ 22c. PHYSICIAN'S 9 7 "22d. ADDRESS , v . — 

NAME (Type) 
Bees _ Ernest calaa9 Me De ’ 4 ds es atvee 
Os Ee 2 23a. BURIAL, CREMATION, | 23b. DATE THEREOF | 23e. NAME OF CEMETERY OR C EMATORY 23d, LOCATION (City, fown or county) ‘i atsiae) 
Tiegh © REMOVAL (Specify) Pas ; 
ov0s ee 2164. << Ne. athed t cee i © oF 
Pelt 24 FUNERAL DIRECTOR'S SIGNATURE ADDRE J 258. rec 'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


VR AI5 (4) 


15M 742) Monan Funenal 4 tome 3000_£, Baltimanzo Sif: ga 13 1964 


( 


~ 


: The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


< 
* 
A 
a 
re 


2DM 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


mest 


2 453 CERTIFICATE OF DEATH 00452 
2 1 es DEATH 2. USUAL Dv: {Whera deceased lived, If institutiony Residence before aos 
Fe | Pee a. STATE Noe b. COUNTY C Age ot 


b. CITY OR TOWN {if outside corporate limits, ce. LENGTH OF STAY IN 1b Ro CITY OR TOWN (If putside corporate Timits, writa RURAL end give neerest town) 


teal eSpiante Life |e, Rupa Sykesville ean 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) ref f. 3 
INA FARMI 


el | Priekc =a Mndie Re &. a a th: BR = Dey “Ne be 


P3. Na d. 5 
—— 16. Ease £ ae ener. ie AGE (in = ie IF UNDE! = 2 17 nee 
"Male White. 10-31-1897 


rs reg “Months | Hours Min. 
wiboweD [_] —_—pivorcep [_] | | 
TOs, USUAL OCCUPATION {Giva kind of work 1 ine. Ne & Stete, or 6 country) | 12. CITIZEN OF WHAT COUNTRY? 


yrs. 
pay i 3 king If a a) 1Db. KIND OF BUSINESS OR INDUSTRY 
ae juring most working lifa, even if retira: 
Carpenter ae R OSA. 
43. FATHER’! us INAME a 


dutkel S. Preke 


15. WAS DECEASED EVER IN U.S. ARMED icke 
(Yes, “Al unkown) | {If yes give werordetesofservice) 


1B. CAUSE OF DEATH [Enter only one ceuse per lino for (e), (b), and (c).] 


ician and completely filled in by thé furi 


14, Diy 5. hey)n NAME 


Of yer Avis 


17, INFORMANT Address 


Mes Elva Pekete _Sikeesus| k, Mel, 


TERVAL BETWEEN 


d in any event, within 72 hours after death, 


please remove carbon papers. Pages 1 an 


i SOCIAL SECURITY NO. 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: ; s 
"IMMEDIATE CAUSE (a) APLASTI (a3 ATV 8 ~ __|fMon7H $__ 
Alin 7 DUE TO 
Conditions, if any, which (b) 


gave rise to immedi 


couse 


(0}, steting the underlying & CUETO 

couse last, == = eo) 
F3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e}/ 19. WAS AUTOPSY 
i — ss. < ERFORMED# 
= 
s ne EIEN 
= | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 
& | OP CONTRIBUTING [|] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
4 
% | 20c. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 2Df. (City or town] (County) {(Stete) 
a teat aint While _Not While feciory, street, office bldg., etc.) | 
2g ei. 19 t work [] et work [_] ! 


21. I certify that, SUm (this hospital) attended the eZ sed from. 3 Pf PG. mh, that _(I) (we) last 


saw the degeased alive 0: asa that death occurred at?-tg-M, from the causes and on the date stated above, 


220. SI URE 


22b. DA 
a sy ies cy A _ polit? 
Eaeces > 
NAME mG ént <a Te, : 


23b. DATE THEREOF 23e. Tame OF CEMETERY OR GROMATORY les LOCATION (City, town or county) (State) 


I- 29-64 | Lake View Meek) Pao esi lle, Mcds 


24 ea a s, Low | if, ! LR ) ) 25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


230. BURIAL, CREMATION, 
Rl | Bok (5; ies 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or remg 


oar AN 30 19 fo fennlog wedge. 


® 


TO J ATTENDING PHYSICIAN: The law requires that the death certificate be exe 


led within 24 hours after 


Then please remove carbo! 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, with 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
ade | ck “aides RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
v's 


CERTIFICATE OF DEATH 00453 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If insitution, Residence before edmission) 
*/ COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland ____—*Montgomer J 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN lif outside corporaie limits, write RURAL end give necrest Town) 
write RURAL end give neerest town) . 
: 2yrs. 6m. 24d. Silver Spring aA oO 
4. NAME GF HOSE INSTITUTION {if not in hospitel, give siraat address) d, STREET ADDRESS RESIDENCE 
. ; : ON A FARM? 
__ Springfield State Hospital _|| 742 Silver Spring Avenue | 8D) soi 
3. NAME OF First — Middle -, at 4. DATE ~ Month “Dey Year 
DECEASED & 
é : 
{Type or print) OLIVE MAY ROBERTS DEATH January 29 1964. 
5. SEX 6 COLOR OR RACE) 7, appieD [_] NEVER MARRIED [iq] | 8 DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
‘ 1-29-81 last birthdey) |"Months| Deys | Hours | Min. 
Female White | wow]  oivorceo [] yrs. 


We, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Michi 2 La est =. 


Gov't Employee Retired 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
John Roberts Mary Ross 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT .* Address * = 


(Yes, no, or unkown) | (Ifyesgive war or detasofservice) 


Springfield Hospital records, 


INTERVAL 
ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: 


IMMEDIATE cause a) _Arteriosclerotic cardiovascular disease, | | Weare — 
A | DUE TO 

Conditions, if eny, which w_ Generalized arteriosclerosis. Years 

gave rise to immedieta cause < ron = hel is 

{a), steting the underlying DUE TO 

SA o__ Pneumonia. Days 
Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
2 Chronic, brain syndrome with senile brain disease, with .. oem 
S psychotic reac F 
= | 20e. ACCIDENT WAS UNDERLYING 5 q inj i il 1B. 
3 ‘OP CONTRIBUTING [-] CAUSE OF aoe 20b. DESCRIBE HOW INJURY OCCURRED, (Enter neture of injury in Pert | or Pert Il of item 1B.) 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, ; 20f. (City or town) 5 {County) (Stete) 
g cca erie. While __ Not While feciory, street, offica bldg., etc.) ! 
es p.m, 9 at work at work ! 


21. 1 certify that [0 (this hospital) attended the deceased from ' that w® (we) last 
saw the deceased alive on. JARMAXY...29...190..., and that death occurred ata-d. . AO trden *the® causes and on the date stated above. 


Bes paN ATR ATTENDING MED. STAFF 228 GNED 
a Ee 2ey) ~ mo. | PHYS. [] Director [7] PHYS. 1/29/64 


22c. Naaeonees) 22d. ADDRESS 
ype) 
sD, springfield State. Hospital, Sykesville 


23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


Cremation | 1/31/64 Cedar Hill Crematory | Suitland, Maryland 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: a REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Robert A, Pumphrey, Bethesda, MarylandonJAN 31 19) ftorts 


‘23a. BURIAL, CREMATION, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00465 AG CERTIFICATE. C OF DEATH 00454 


1, PLACE OF DEATH a usu RESIDENCE (Where deceased lived, If inaliiulion: Residence before a 


* Ca¥Ffoll 


21. I certify that (I) (this hospital) attended the deceased from... Len 63 , that (1) (we) last 
saw the deceased alive on... 19.8.4 and that death occurred at 2 Ab from the causes and on the date stated above, 


220. SIGNATURE —— 22b. DATE 
L J lb ) ATTENDING MED. STAFF ” SIGNED 
oer f2 Mp. | PHYS. Fi orector [J Puys. (] Pe tL elt 


. 
3 
a 
s TE b. COYNT) 
3 25% MARYLAND * Waryland Gstre tt 
2 Ses b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b <. CITY OR TOWN (if outside corporate limits, write RURAL and give neeres! town) 
SES writa RURAL end give neeres! town) 
 $32/°| Rural --Sykesville am. 3days || Kitzmiller, Maryland [bie Eee 
= & rf d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) @. STREET ADDRESS _ yes RESIDENCE 
2 eo ON A FARM 
eed ringfield State Hospital willow Street ves [] no fl 
3 s g | B stat Lol “First  ~Midde Sharpless ~ | 4. DATE ‘Month “Dey Veer 
; OF 

3 a 
g Bas (Type or prin!) Mary Ann( Stewart) Sharpless peatH = Janel2, 64 19 
8 Be S. SEX "/6 COLOR OR RACE|7_ AaRRiED [] NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE [ln yeeis|IFUNDERI YEAR| TF UNDER 24 HAS, 

aS > i Month] Deys | Hours | Min. 
2 cod Female White wipowen [%] —_ivorceo [] — 5? fia ee 

5 4 
eecieue TOs. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE [County & Siele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= SED pa most wee life, even if ralirad) n Home 
Oo rae : Ow ? ‘land | U.S.A. 
= ofs 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
— £32 
ea! George Washington Stewart Margaret Harvey 
2 52a 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. Al 7 = =SFinwe wal ola 3 = 
S oe 5 {Yes, no, or unkown) | (Ifyesgivewerordatasofservice)) See pa pole eer s er ey Sykesville Md, 
£ete§ No None _Springfield State Hospital Records, 
8 a fe E i 18. CAUSE OF DEATH [Enter only one cause par lina for (a), (b), and (¢).) “INTERVAL BETWEEN 
Sepak PART |. DEATH WAS CAUSED BY: : hye is ‘sae 
oPene IMMEDIATE CAUSE (a) Da yS yy 
SaSe8 \/ if. oa 7 ——| = 
3278S TUE IK DUE To o 
25 s 8 Conditions, if eny, which (b) 
f2eopt geve rise lo immediete couse = rf _ i. tas = 
Fi gan (@), steting the underlying (~ DUE TO 
e5523 cause lost. te) 

BBuo Zz PART ll. OTHER SIGNIFICANT CQNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ilo), 19. WAS AUTOPSY 
a 9 f ra ae i Fl oi PERFORMED? 
$2 $ ? yes [] No 
5 2 | © | 202. ACCIDENT WAS UNDERLYING C1 jury i a = 
Ee | Om COM Ne AS CNDEELLING Fy [| 208. DESCRIRE HOW INIURY OCCURRED. (Enter nature of Injury in Por Ler Pet W of tm 18.) 

35 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) — 

a a se 3 : 
nee § | 20. TIME OF INJURY “Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (Ciiy or town) (County) (Siete) 
oo ray Hour a.m, While __Not While factory, street, office bldg., etc.) | 

Ca 2 ae 19 at work [_] at work [_] ! 

Be 

ao 

ss 

ae 

aS wr 

oe 

ed 

oe 

ot 

me 

53 

ae 

= 

38 


death. Page 4 may be retained by the hos, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certifi 


22c. PHYSICIAN’S * 22d. ADDRESS ~ 
{ “NAME (Type) TC AL ( GehtuRK 
eee een La DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 234. Toomion 1G , flown or Sani ae "aaia} 
fe 
Burvel an.15/64 Mt. zion Cemetery R.D, Swanton,Md.Garrett @<¢ 
\ 24 IERAL DIRECTOR'S SIGNATURE ADDRE! 25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

VR AIS (4) Ch 5 g | WoL Le. 
entre 5) DATE J 7 ‘ aryl ; 


: The law requires that the death certificate be executed within 24 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pl 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00458 CERTIFICATE OF DEATH 00455 


ra) 
oz UU! 
4 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whara daceasad livad, If institution: Rasidence before admission) 
ECO a. STATE b. COUNTY 
Carroll MARYLAND Maryland Mont 
B. CITY OR TOWN (if outside corporate limits, <. LENGTH OF STAY IN 1b €. CITY OR TOWN [if ouisida eorporaia limits, write RURAL and giva nesres! town) 
tee writa RURAL and giva nearest town) f 
3335/0 Sykesville ISmos. 16dys. Silver Spring 5 Xe 
225 4, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) <d. STREET ADDRESS ~ IS RESIDENCE 
sed _ Springfield State Hospital ___836 Bonifant St. .s __| ves] NO Bl 
ce-ta) 3. NAME OF — First Middle = 7 Last 4. DATE Month “Day Yaar 
eat DECEASED 7. OF 
Sc pe ey NELSON LEWIs SMITH DETR Ugauery 20 19 64 
gas 5. SEX 6, COLOR OR RACE|7, mARRiED [_] NEVER MARRIED [_] | ® DATE OF BIRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 
BS Ips) birthda pee) Days | Hours | Min, 
ae fs Male White WIDOWED pivorcen [] 1-3-1900 yes. % | 
$35 iDa. USUAL OCCUPATION (Gi TDb. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stefe, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
SED done during most of working lif ) [ 
Ets Assistant theatre “man ger Maryland U.S.A. 
ge 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 7o 
i James B. Smith Mary Lillie Ritchie _ = 
5% 5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT ~ Address 
5 (Yas, no, or unkown) | (Ifyasgivewarordatasofservice) 
577-07-6425| Records, Springfield State Hospital _ 
18. GAUSE OF DEATH [Entar only ona causa par line for (a), (b), and (e). INTERVAL BETWEEN 


ONSET AND DEATH 


PART |, DEATH WS AiE CAUst @)_Eronchorneumonia and septicemia = : | Days 
nt ee a x DUE TO. 
Conditions, if any, which w Chronic infection of fracture of left knee and | Menths 
gave tise to immediate cause 4 ro WameaH vcocet sores — 
(a), stating tha undarlying 
ee eee Marked cerebral, cardiac and vascular Taare 
3 PART Il, OTHER SIGNIFICANT sonst INS Ct Li i) {UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ta) | 19. Ce Bos 
5 Sociopathic persmality Gear tarkes alcohol addiction vis [] No 
& | 2Da, ACCIDENT WAS UNDERLYING inj i ] = 
e Op CONTRIBUTING L] CAUSE OF SO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 
© E(IF EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY Month, Day, Yaar ‘2Dd. INJURY OCCURRED | 20a, PLACE OF INJURY {Homa, farm, } 20f. {City or town) (County) (Stata) 
6 Hour a.m, While __Not While factory, street, office bidg., atc.) | 
Es im! 19 at work [] at work [_] 


scape Wocscey that (1) (we) las! 


t 
21. 1 certify thal (I) (this hospital) attended the deceased from...\i77.te7: cee Wi Y 
“LM, from as causes and on the date stated above. 


saw the deceased alive on......Ae0= 6h, Rue Teena , and that death occurred 


CE ES ATTENDING MED. STAFF 726. COND 
Ge tld Aa diel mo, | PHYS. [L] bikecror [} pHs. [} 1-20-64 | 


Ze. N’S 22d. ADDRESS State i x 
™ Mite: Octavio A. Ruiz, mf age 


‘23a, BURIAL, Freee | DATE THEREOF 23c. NAME OF CEMETERY ‘OR CREMATORY 23d, LOCATION (City, town or county) (State) 


REMOVAL (Specify) B hitless buRC. MY a 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or remo’ 


4 uefek 17/23 L64 NFL hiveshy 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
masa [dee Funvernd dome 474 4 Mass Ave, MV Elum JAN SS "aba Pitowes 0 pepe 


& 


The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


gee 


va 


af Pages 1 and 2 sk 


{ 


aly filled in by the funeral 


@ attending physician and 
Then please remove carb¢ 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wahi 


director, page 3 should be detached for use as the burial-transit permit. 


YR AIS (4) 
20M 5-63 


hgurs after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


me é CERTIFICATE OF DEATH 00456 


1. PLACE OF SE. 2, USUAL RESIDENCE (Where daceased livad, If institution: Residence before admission) 


a. COUNTY a. Bie b, COUNTY 
Carroll / __ MARYLAND ryland Baltimore City / 

b. CITY OR TOWN (if outsida ¢ porala limits, c, LENGTH OF STAY IN 1b ce Be er yea (If outsida corporata limits, write RURAL and giva pret town) 
write RURAL and give nearast town) * . 
Sykesville 8mos.3dys. Baltimore = SVG AT es 

d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS. a SSN 
Springfield State Hospital _ = 220? | E, Baltimore ,St. = ei 

Ieba neon eee First ~ Middle 74 as Month Day Yai 
(Type or print) MABEL WINIFRED SOHN DEATH January 13 19 6h 


SHsex am ~ [6. COLOR OR RACE|7, marRieD [Sq] NEVER MARRIED [| & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= las! birthday) |Months] Days | Hours Min. 
Female White wioowen [] _ pivorceo [] | 9=],-1889 Ty ys. 


TOs. USUAL OCCUPATION (Giva kind of 
dona during most of working life, even it 


12, CITIZEN OF WHAT COUNTRY? 


4) | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) 


Unk. Cee we. Maryland ey ae: oes 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
John McCellun Susan (last name unk.) 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass 
(Yas, no, or unkown) | (Ifyesgivawarordatesofset 
No. Unk. Records, Springfield State Hosnital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) >a ‘ = || INTERVAL BET BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE caus @)|_Arteriosclerotic heart disease_ —— Years 
oe t DUE TO 
Conditions, if any, which )_Coronary arteriosclerosis = _|_ Years 


ava rise to immediate cause 
{a}, stating tha underlying ( CUETO 


couse las, «_Infected decubitus ulcers with toxicity Months 


z PART Hl. OTHER SIGNIFICANT SS, CONTRIBUTING TO DEATH apy OT RELATED, TO THE TERMINAL DISEASE eo, GIVEN IN NEAT 19.) WAS AUTOPSY 
9} Chronic brain syndrome Gssoclated-w cerebral arteriosclerosis, w ERFORMED? 
dal S YES el no [] 
= a if CCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of itam 18.) 
& | or CONTRIBUTING [] CAUSE OF DEATH 
© | (F EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 2c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
x Herein: Whila __ Not While faciory, street, offica bldg., a mi 
= pam. 9 at work at work 
21. 1 certify that (I) (this hospital) attended the deceased from..... 6-10-62 iB i sence, that (ND) (we) last 
saw the deceased alive 9 1213-6h Sart, Leos ,,and that death occurred at... ... 29," “aif the causes a on the date stated above. 


eS ’ c ATTENDING, MED. STAFF 22. GND 
% # 4 mo. |PHYS. = DJ binector [] PHYS. [i 1-13-64, 
: is tas 72d. ADDRESS Soringfield State Hospital 
Se Eds. Sie Mer polimeysell. = | yee ‘Seamer ie 


23a. Son CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR Lally. 23d. LOCATION ae town or county) fate) 
OVAL (Spacify) 1-46 ae ¥ be 


Lette 
Cc ke 'S SIGNATI ADDRESS ae ee BY fall ise: REGISTRAR’S SIGNATURE 
IF Lome 300 Pyau Le 


on JAN 15 tena 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


s the burial-transit permit. Then please remove carbor 


. of Health prior to burial, cremation, or removal, and in any event, wii 


jal or attending phy: 


director, page 3 should be detached for use a: 


death. Page 4 may be retained by the hos 
be filed with the State Dept. 


TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL ? 


VR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


5R Item on CERI TAT Sa ha 004 54 


1. ES ei) DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
es a. STATE b. COUNTY 
Carroll +3 MARYLAND Maryland Frederick 
b. CITY OR TOWN (if outside corporate limits, | ce. LENGTH OF STAYIN Ib || c. CITY OR TOWN {If outside corporete limifs, wrife RURAL and give nearest town) 
writa RURAL and give nearest town) . 
(Rural) Sykesville | dy dm 2ha Frederick __ LOX Re 
d. NAME OF bead ‘OR INSTITUTION {if not in hospital, giva streat addrass) ‘d. STREET ADDRESS cy 8 eS 
IN A FAI 
Springfield State Hospital . | __ Route #34 Box 252 (unknowh) so 01 
\3. NAME OF ~~ Middle 5 Lest js ~ Month Dey jars a 
DECEASED or. 
ee psd: _ Francis Staub | DEATH 3. 196k 
3B. SEX 6. COLOR OR RACE) 7, mARRiED [_] NEVER MARRIED [_] | 8- DATE OF BIRTH 3 9. AGE (In yeors es UNDER 1 YEAR| IF UNDER 24 HRS, 
ah el Month Hours] Min. 
male white WIDOWED pivorceo [-] 11-1-1876 
10e, USUAL OCCUPATION {Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Stete, or oe) country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Laborer - L Maryland = | USA 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Daniel David Staub Comet Cassandra Krushon ~ 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yas, no, or unkown) | {Ifyes give weror detesofservica) 
ae unknown _ Hospital Records Ms et, ee 
18. CAUSE OF DEATH [Enter only one cause per line for (e), {b), and We —s ) RNTERVAL BETWEEN | 
ND DEATH 
PART |. DEATH WAS CAUSED BY 
Wuvtorattcawsr (a Acute Pulmonary Embolism _ : _|_ miunu wees Br a 
5a) f: DUE TO 
y Propagation of Pulmonary Thrombi and infarcts days 
DUE TO 4 " : 
__Avteriosclerotic heart disease years 
Zz ~ eee RT hi. pa ores ONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEQ TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{e)/ 19. WAS AUTOPSY 
g onic Brain ones eerebrad ar erLosclerosis, without ia Geo 
< N 
$|—_qu phcase af NO 
= 2068.’ adit ying RLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert [I of item 18.) 
s | OR CONTRIBUTING [] CAUSE OF DEATH 
© [{IF EITHER, NOTIFY MEDICAL EXAMINER) —— 
s 20c. TIME OF INJURY = Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 208. (City or town) {County) {Stete) 
Fay Hour a.m, While __ Not While a looney staan prom nes nsiatcr ay 
3 oot - 19 at work [_] <tework [_] ad | -- 


22b, DATE 
SIGNED 


"3 4 
tre 12 We? wo. |e CJ pmecror CJ ms GE 143-6 
De. PHYSICIAN)S = ° 22d. ADDRESS 
naw (PS P, Wise ITI, M.De _ Springfield State Hospital 
23d, LOCATION dCity, town or county) 
Cheageratorn has ip 


Wale REC'D BY REGISTRAR 4 "Charla, SIGNATURE 


var JAN 7 1954 Cranbng uctge. 


23a. BURIAL, CREMATION, 
EMOVAL ;(Spacify) 


23>. DATE THEREOF 23c. NAME~QF CEMETERY OR CREMATORY 


aS, St ‘Creagerstown xa 


IATURE 7 Se Sef | 
v 


va 


X 


JAN: The law requires that the death certificate be executed within 24 hours after 


1 or attending physician. 


n_and completely filled in by the funeral 
bon papers. Pages 1 and 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cat 


death, Page 4 may be retained by the hos, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


TO HOSPITAL OR ATTENDING PHYSICI. 


VR AIS (4) 
20M S-63 


,* 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat 


} 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 00458 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 


b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
write RURAL and give nearest town) P 


Rural Keymar x Rural Keymar _ 


d. NAME OF HOSPITAL ‘OR INSTITUTION (if not in hospital, give street address) yd. STREET ADDRESS 


@. IS RESIDENCE 
ON A FARM? 


P.O, Route #2 = P.O. Route # 1 _ vesi[ Nope 
. NAME OF a9 Fists ep Middle Lat) 4, DATE Month “Day sear, co 
ECEASED OF 
(Type or print) William Elias Stitely DeaTH January 1 19 64. 
snl COLOR OR RACE|7, MARRIED fx] NEVER MARRIED [_}| 8 DATE OF BIRTH Dre ACER thyests) FUNDER T'VEAR || ((t UNDERSSIIES 
4 x last birthday) jai in. 
Male White wipowEeD [_} Divorced [ ] June Ly 1884 iQ ia, ears ae |, oe | he 


Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Counly & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Railroader Rail Road Carroll Co., Maryland U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME r ~ 
Charles Stitely Martha Welty 
he WAS. BEaae ee IN U.S, retin Fecre 16. SOCIAL SECURITY NO.| 17, INFORMANT ~~ Address an 
‘es, no, or unkown] yes give waror datesofservice} s 
No 705-12-2149 |Mrs. Maude Stitely, R#1, Keymar, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (bj, and(c).] =2=~SOSOS*S* ae r? TV INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . t £ ONSET NUIT 
IMMEDIATE CAUSE (a) Ad Ue St 1}, = 
2 2. DUE TO 
Conditions, if any, which (b) 
gave rise to immediate cause - - si = 
(a), stating the un DUE TO 
cause last. {e) 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}) 19. WAS Autorsy 
& 
& vs [1 no 1] 
= | 20a, ACCIDENT WAS UNDERLYING [1 : RRED. jury i item 18. 
5 OP CONTRIBUTING [] CAUSE OF DEATH 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part | or Part Il of item 18.) 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) — 
| 20e. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,’ 20f. (City or town) (County) (State) 
5 re While __ Not While factory, street, office bldg., ete.) | 
Ed ae beam at work [_] at work [_] | 


21. 1 certify that (I) (this hospital) attended the deceased from\.”, Chat (I) (we) fast 


saw the deceased alive on....... QRiadah B. bo..4, and that déath occurred at Sf fM fro: e causes and on the date stated above, 
22a, SIGNATURE 22b. DATE 
i ATTENDING MED. STAFF SIGNED 
Mp. | PHYS. DIRECTOR [_] PHYS. 


22c. PHYSICIAN'S 


NAME (Type) ite jae ie iz 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 


Rea. al ol 5/61, Haughs Church Cemetery 


24 FUNERAL DIRECTOR'S SIGNATURE 7 ADDRE {a i 
C.0. Fuss & S and eM at 


Ladiesburg, Maryland 


2Sa, REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
DATE JA N 6 fCbicbig Nascar 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04h Iho conoma ark! OF DEATH 00459 


1. PLACE OF DEATH 5 “2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
@. COUNTY (Poca) es ; b. COUNTY o d 


b. CITY OR TOWN (if ovtside corporate limits, 


— 


uid 


24 hours after 
by the funeral 


gs write RURAL end give in ei) 
£75 bis 
£ 3s @. 15. RESIDENCE 
@: $ ON A FARM? 
l= io Oo 
aey = : “ =s 
a Bn 5 NAME oF 5 First Middle S Lest DATE Month Dey i 
BEN (Type or print) ICA Min d Wi Vt mM Sto ee. cama 30 196% 
Se: 5 6. i aa RACE|7, MARRIED [] NEVER MARRIED a ‘DATE OF BIRTH "9. AGE (In years [IF UNDER 1 YEA 
2 1 glo last ned Months| Deys | Hours | Min. 
5 wiboweED [_] DIVORCED flan ve { y €7\ 
5 108, abe. ‘OCCUPATION W be. of work | 10b, KIND OF BUSINESS OR isi j 11, BIRPHPLACE {County & Stete, or i “country, | 12. CITIZEN OF WHAT COUNTRY? 
5 
CS done during most of working ley even if rptired) } rat Md oy 6A 


“14. MOTHER'S IDEN or 


Ge Shas | Bolte 


EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. hae ‘Address 


oa 


13, FATHER’S NAME 


R 


15, WAS DECEAS! 


“48. CAUSE OF DEATH [Enter only one cause per line for (e), (b), 3 


WEE! 
ONSET “AND DEATH 


PART |. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE (e) 
1X DUE TO 
Conditions, if eny, which (b)_ x . 


geve rise to immediete cause 
{e), steting the underlying ( PVE TO 
couse test. (e) 


jal-transit permit. Then please remove 


The law requires that the death certificate be executed 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


I or affending physi 


te has been signed by the attending phys! 


= Zz PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AuTorsy 
g =——- n= PERFORMED? 

OG 3 yes [] No nv 

me 3 = | 200. ACG ENT nS NG []_ | 20b, DESCRIBE HOW INJURY OCCURED. (Enier neture of injury in Part I or Pert Il of item 1B.) - > Ae 

& | OR CONTRIBUTING USE OF DEATH 

Hee G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

Us § |[20c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) ~— (Stete) 

Es Se a Hour Lens While Not While fectory, street, office bldg., etc.) | 

az oh = nee 19 at work [_] et work [_] 

i 

Heo . 1 certify that (I) (this hospital) attended the deceased from.. A 1 to. WAMBO... ” 1%. f, tha (we) last 

eH 

“39 saw the deceased alive on.’ Learn. 3.0. ies wif, and that death offurred red D/SPM, from ane causes and on the date ¥fated above. 


22b. ae 


72s, SIGNATURI r ATTENDING STAFF - 
hl coe mp. | PHYS. Otero oO Paes O a 


irector, page 3 should be detached for use as the buri 


at a 

a 226. Degas! W. it Fo A rd_Ad Poms 224. ALL: ¥. PS ter, c wa ie 3 0-6 
Ox 23a. BURIAL, CREMATION, DATE THEREOF ne Aa pe ERY OR CRI TORY 23d. LOCATION (City, town or county) {Stete} 
Bish: [eee eee 9g Y ae oS em 


mf EB D BY REGISTRAR a REGISTRAR’S SIGNATURE 


1964 fCLonrley Yeedge 


DA’ 


ERAL ese Elias Benerel t Hae Pou | Yted(_ | 


1 


e \ 


‘AN: The law requires that the death certificate be executed within 24 hours after 


Then please remove carbon papers. Pages 


-transit permit. 
|, cremation, or removal, 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the burial: 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICI. 


VR AIS (4) 
20M 5-635 


any event, within 72 hours after 


} 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


440i CERTIFICATE OF DEATH 00460 
1 seth DEATH 2. USUAL RESIDENCE (Whare daceasad lived, If institution; Rasidance bafore admission). 
e a. STATE b. COUNTY ae 
Carroll ; se Marytanp || Matyland Allegany Co. 
b. CITY OR TOWN (if outside corporata fimits, | ¢. LENGTH OF STAY IN Ib CITY OR TOWN (It outside corporate limits, write =e and giva naarast town) 
‘writa RURAL and give nearest town) 
Rural-Sykesville 27 days Cumberland | 2 


Te. IS RESIDENCE 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hos iva streat address) || d. STREET ADDRESS cone 
Springfield State Hos ita 135 Bedford Avenue Te 
3. NAME OF ~ First ~ Middle “Last 5 DATE a ~ Month ORY 
(Type or print) Bessie ie Isobel Thompson ‘ak peaTta January 26 
5. SEX ——~*~*«CS COLOR | 7, MARRIED [~] NEVER MARRIED [] | 8: DATE OF BIRTH 9. AGE (In veers IF UNDER YEAR| IF UNDER 24 HES. 
irthday) hs) Di Hi. Min. 
Female White AvIDOWED $€E] __divoRcED [] 9-14-77 ‘86 eller 4l pa Se : 
noe vie, Sc ALON (civ kind . Sra) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Steta, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
lona during most of working lifa, avan if ratira: 
Unknom New York United States 
13, FATHER’S NAME - a "| 14, MOTHER'S MAIDEN NAME - = 7 
‘John Hodel Anna Corne 
tre WAS ae Ree IN U.S. wane coleee 16. SOCIAL SECURITY NO.| 17. INFORMANT Address = ~* 
fas, no, or unkown: lyesgivawarordatasofsarvica) 
No Unknown Springfield Hospital records, Sykesville, Md. 
/¥8, GAUSE OF DEATH [Enier only ona cause per lina for (a), (b), end (c).] "| INTERVAL BETWEEN 
PART ft. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ‘_Acutd pulmonary embolism. See) _shouns®s = 
f DUE TO 
Conditions, if any, which w)_Arterioselerotic heart disease. : _|_years 
gave rise to immadiata 
(a), stating tha undarlying ( OUETO 
“cause last. (c) 
PART Il. c. ra: n's (xe) Tone CONTRIBUTI TS DEAT JOT BE Tr IAAL ITY EN IN PART 1[a)| 19. WAS AUTOPSY 
pro: Chk Ome esBocresea wi thy SeHPTs “Srey aie eaee Wet eh Wy PERFORMED? 
avorie a reac on. ves FE] No [] 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yaar 
Hour a.m. 
p.m. 19 


21. I certify that (I) (this hospital) attended the deceased from.......... 12-3)....... La tO sm i ee, 2%, that (1) (we) last 


1964... and that death occurred athLAeM, from the causes and on the date stated above. 
22b. DATE 


RE p 
. eed | STAI SIGNED 
Wu 23 Ombos fea 1.D mp, | PHYS. Posse cetiet pis. 1-26-63 
a2e. PHYSICIAN'S i roo) 224. ra tal 


NAME (Type) Luis J, Arribas, M. D. nn 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ie Aone town or county, (Stat 
: oe leet 
30/6 | Poze. pel Cs et L jy 


SIGWATURE ‘ADDRESS. / 22. 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
whe ni 3 7 ; vate JAN 29 fCherrbg Yetg 
. UV 


20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part I! of item 18.) 


202. PLACE OF INJURY (Homa, farm, } 20%. (City or town) (County) (Stata) 
factory, streat, office bldg., ate.) 


20d. INJURY OCCURRED 
Whila __ Not Whila 
at work at work 


MEDICAL CERTIFICATION 


saw the deceased alive on... 
22a. SIGNA 


23e, BURIAL, CREMATION, 
OVAL (Speci 


24 FU AL DIRECTOR’. 
ree 


TO | ATTENDING PHYSICIA! 


\N: The law requires that the death certificate be executed within 24 


or attending physician, 


I 


h 


death, Page 4 may be retained by the hospital 
TO FUNERAL DIRECTOR: After this certificate h: 


3 


as been signed by the attending physician and completely filled in by 


— 


1 


ae 


director, page 3 should be detached for use as the 


< 
we 


Then please remove carban_ papers. Pages 1 an 


burial-transit permit. 


2 hours after death: 


jal, cremation, or removal, and in any ever 


be filed with the State Dept. of Health prior to buri 


A 


VR AIS ve 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF S ATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


G2 _ CERTIFICATE OF DEATH 463 
1. PLACE OF DEATH = 2, USUAL RESIDENCE (Whare deceased lived, If ins ions Residance bafore admission) 
ECLISIN ©. STATE b. COUNTY ‘a 
~ ____ MARYLAND Maryland 2 
b. CITY OR TOWN (if outsida corporate limits, | . LENGTH OF STAY IN Ib “e. CITY OR TOWN {If outsida corporata limits, write RURAL and give nerest town) 
writa RURAL and giva naarest town) | ‘ 
-|_ Sykesville | 3 mos./21 dase Baltimore #21218 f 
KS d. NAME OF HOSPITAL OR INSTITUTION (if not in reap give streat address) “| d. STREET ADDRESS e. IS RESIDENCE 


‘ON A FARM? 


ES |] no Px 


Bai Westerwald Ave. 


4 ORTE Month 


BeaTH = January = S >» 1964 


eee State Hospital 
. NAME OF ~ First Middle last 
DECEASED 


{Type er print) Caroline May TOWNSEND 


SEX 6. COLOR OR RACE|/7. aRRIED [NEVER MARRIED | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| iF UNDER 24 HRS. 
x = lest birthday) | Days | Hours | Min. 
female white WIDOWED [_] DIVORCED [_] 2/ ‘2  /2/1890 73: 
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working lifa, if retirad) | 
Retired Teacher Maryland | U.S.A. c_2 


13. FATHER’S NAME "| 14. MOTHER'S MAIDEN NAME 


Anna Maria Busth - dec. 


Joseph S. Townsend - dec. 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yas, no, or unkown) | (Ifyasgivawaror datesofsarvica) 
no 212-34-5930 | Springfield State Hospital Records i 
18. CAUSE OF DEATH [Enter only ona causa per for (a), {b), and (c).) Z fail ~~] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Art Al et s ai oad CSc 
immeniate cause @)_ Arteriosclerotic heart disease with congestive | yrs. 
ue AO. DUE TO 
Conditions, if any, which Generalized arteriosclerosis. : - | 2a = 
gave risa to immadiate causa 
{a), stating the undarlying DUE TO 
cause last. ~2 se) ( 
Fr PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT "RELATED ) TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Afa)} 19. RSA OE 
SO EONS SEUBEATET Bl 
6 Kj $ yes [] NO 
= 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Ii of itam 18.) 
id OP CONTRIBUTING (} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY = Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 208. (Clty or town) (County) (Stete) 
= Hecate. Whila __ Not Whila factory, slreat, offica bldg., ate.) | 
= 0 at work at work | 


'y that (I} (this hospital) attended the deceased fro mite a, that (1) (we) last 


saw the deceased alive on......L/! .. and that death ie: at ‘31 Aa ihe causes and on the date stated above. 


ie Lk Oz ATTENDING MED. STAFF ree SIGNED 
oo FES ak mp. | PHYS. [J inecror [} PHys. 1/5/64 
QIN 'S Ses |) his ita" 22d. ADDRESS Syninefield State H ital 
NAME {Type} pringiie OS Ppl 
/ Suha Ozgun, MeDe Sykesville, Marya nd nn. ec eens 
7a, BURIAL, CREMATION, | 23b. DATE THEREOF Se. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, iown or county) (Stata) 

REMOVAL (Spacify) : 

534 i 1-8-6), Mt. Olivet Conetesy- Baltimore, Md. 


25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


DATE JAN fk 


af 24 FUNERAL OIRECTOR’S SIGNATURE ADDRESS 


The law requires that the death certificate be executed within 24 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


EZ 


VR 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


e3 EATH AG? 

2 00463 CERTIFICATE OF DEA 00462 
gam 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If inslitulion: Residence before edmission) 
oat a. COUNTY a. STATE b. COUNTY y 
£S¢ Carroll MARYLAND Maryland A 

>& 3 b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporata limits, write RURAL and give neerest town) 

we As | write RURAL and give neerest town) Balti 

Sy 8/5 Sykesville 8yr.4mths.1da. altimore c yy, 

ce) ” = d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS 7s, r a TOE 
was & 

see Springfield State Hospital ___21ii W. Baltimore Street | ves[] soy 
& an & [eyelets First Middle ~— Last 4, DATE Month Dey Veer 

a 

E = (Type or print) ANNIE CATHERINE TRADER SS January 23, 1G4 
ete 5. SEX [6 COLOR OR RACE) 7, apRiED [never marrizo [7] | 8 OATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
58 . lest birthdey] Months) D Hours | Min. 
* Female White | wows [xX — vivorcto [-] 12/23/89 Th ys. 

5 


We. USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY 
dene during most of working life, aven if retired) 


12, CITIZEN OF WHAT COUNTRY? 


ici 
lease remove cal 


VI, BIRTHPLACE (County & Stete, or foreign country) 


in any event, 


21. 1 certify that XK (this hospital) attended the deceased frome. Oe. Boe 19935, 1 19; pede 1/23. +» WOOK, that XE (we) last 
saw the deceased alive on.. VL OB reseed Qt, and that death occurred at... U5 ‘from the causes and on the date stated above. 
22e. SIGNATURE 22b. DATE 


Bete mo. [PS SE] obecror EJ] pus. Gd 1/23/60 
ee NAME ‘hype é 22d, ADDRESS ie 7 ; ‘ ms 
/ “wt teel_Edmee Reeves, M.D. _SBE einefiel? gteteHgerital 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


pra a - 2 ee Y 


i ON 1 Le » WM, A f } 


director, page 3 should be detached for use as the burial-trai 


rd 
> 5 a 
= Housewife 2 Maryland eee oc ke —a 
= 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 
< William Spencer Dora Wagner P=: . 
=} fa WAS sae fie IN US. gee FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT “Address 
‘es, no, or unkown) | (Ifyesgivewerordetesofservice) 5 : 
° 
1, 2 218-09-963 Springfield Hospital Records, SEG yee 
£ BES “18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] -_, Ayes a TWEEN 
rd S, PART I. DEATH WAS CAUSED BY: 4 3 a F ‘SNSETAND 
23 ¢ MEDIATE CAUSE Ta), Arteriosclerotic cardiovascular disease. _ | Years 
aa 2S a 
24 68 Fk 2,] DUE TO 
5-555 Conditions, if eny, which » Generalized arteriosclerosis. ~ | ears 
go5° geve rise to immadiate ceuse 
B Yon le), stating the underlying OUE TO 
8 eee ine. 
Ones cause Leste t¢__Pneumonia Days 
3 sg 2 ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INF PART Ve} 19. wee pe 
35 $0]%| Chronic brain syndrome with alcohol intoxication with psychotic ves [] No fx] 
2 co a PRs colton. es 
oh oe = | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury in Pert | or Pert Il of item 18.) 
225 | & | or conteeurinc (1 Cause OF OATH 
SSBB |S |r EITHER, NOTIFY MEDICAL EXAMINER) 
Seg & | 20c. TIME OF INJURY Month, Dey, eer) 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, + 201 (Cily er town) (County) Ss‘ Stote) 
2 ee 9 8 Hour a.m. While __ Not While factory, straat, offica bldg., ete.) ; 
Bee = pom. 19 jet work [_] at work [_] | 
SOSo 
ba = a) 
8932 
a 
7825 
EAG® 
Tuo 
eres 
fy oe 
a 
SR 
= = 
ghee 
sous 
=) 


23. NAME OF CEMETERY OR CREMATORY "s LOCATION (City, town or county) 


= Md. 
25e. REC’D BY yKesvi Ile : 


TRAR'S SIGNATURE 


eel om 


AIS (4) 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION ATE ® wt oe RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 00463 


fv) 1 Baa OF ‘20 Z L L et “TTELVLAND ee It. Pie a ve 


b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY iN Ib, || ITY OR TOWN (If outsi rate limits, write RURAL and give neares! town) 


3y RURAL and give neares! town) ee 
ap | BVAESETL LVERR ail RIDGE 
Vv J. NAMI JOSPITAL “OR INSTITUTION (if nol in hospital,’ give slreet address) t d. STREET ADDRESS: e. IS RESIDENCE 


Shot 


thin 24 hours after 
led in by the funeral 


i uv 
£55 
A 3 S 
3 na £ ON A FARM? 
eo. BELEN NuRSING Home | > _|s ve 
Baa 3. NAME OF Middle Last th Year 
3 DECEASED 
ae {Type or print) ANNE 2 E Zz WETZ Z) DEATH tf VE: boo 
Ssh. 6. COLOR OR RA El 7, MARRIED [_] NEVER ‘MARRIED [_] B. I"G OF BIRTH 79. AGE (in Years | UNDER TYEAR/ IF 2h 24 HRS. 
i a day) |Months| Days | Hours Min, 
winowen Xi] pivorceD [_] q- fi Wb yrs, 
Jos. USUAL OCCUPATION (Give kind of work lke KIND OF BUSINESS OR INDUSTRY | 11.“ BIRTHPI (County & Stete, or foreign country) i: CITIZEN OF WHAT COUNTRY? 


en if, 


Nv ad of SEALE 


13, TO Us ‘S NAME 


ek Write, MARV LAND | Yd. 


14. R'S MAIDEN NAME 


| ae | MAhGARET ee 


IAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. Address 


tos no, gr ynkown) | (if yesgivewgrordalesofservice) 
allele OF | sua ee one cause per AY ee ib), AE al; We 6; We TALE ke EY. M4 4 R Aa Ld. 


INTERVAL BETWEEN 


PART I. CE AERETE cates (4 pe /, b, } Gens g y ONSET AND DEATH 
oe es ne —— a a 


“ 7 Ge DUE TO 
Conditions, if any, which es. Mtataet— Leaded “ 
gave rise to immediate cause , 


(a), stating the underlying DUETO = 
cause lest. rir” = om (2 Ce ? Lj ie L ne: 


ding physician apd comp! 
2. 


-transit permit. Then please remove. 


1% ~PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19, ESSE hs 
Py SE ‘Ol ? 
z YES no [] 
© 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 1B.) —_— —- 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 2c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ° 20f. (City or town) (County) (State) 
B Hour e.m. While Not While factory, street, office bldg., etc.) yy ! 
g bas 9 et work [_} et work [_] H 


. | certify that (I) (this oe jal) attended the deceased from ton. ie: 


hat (1) (we) last 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


yy be retained by the hospital or attending physician. 
RECTOR: Alter this certificate has been signed by the atten: 


should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eveft, 
Q 


saw the deceased alive on « and that death occured 4 BF bm the causes id on the date stated above. 
S 220. SIGNATARE = 5 are ae 728. DATE 
im | ATTENDI 
‘@: Mp. | PHYS. EA bikecror oO PHYS. 
Po, / I. - ee MDs 4 2s 
Hoge 26. PARSICIAR'S ; 22d. ADDRESS Gn f= 7 
3] ype 
ee [Mp ty AD piety er w, a : 
te be 8 URIAL, CREMATION, . DATE seyey 3c. fe v, CEPETERY OR say ae v LOCATION (Gitenjown or county) ‘{slet a 
o = OVAL_LSpecify) 
er. igh EM iD OE 
VR AIS (4) 7 at 1 250. REC'D BY REGISTRAR |2Sb, REGISTRAR'S SIGNATURE 
15M 7/61 ee | 
y, is lhe Union Gee My pOlevbag Yrcge. 


eafAN 17 196: 
< —————— 


TO ol 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH JN046% 


2. USUAL RESIDENCE (Whera decaasad livad, If institution: Residence before odmi 


a. COUNTY 


J 
oO 
2 
25 
: @. STA’ b. COU < 

£ a arro MARYLAND Haryland “Baltimore A 
pe b. CITY OR TOWN [if outsida corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
Bas fore ‘i porate limits, 9 
73 |(Rurdt Syresermre” 18Y 9M 29D Teter, 
UO = 
= : 5 d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) d. STREET ADDRESS fe. IS RESIDENCE 
S 2 . s ON A FARM? 
>ualé Springfield State Hospital PLaeaa Read: reali 
A hog SOE cerae 
ps MEO as = : =a 3 = oe . 7 a 
$ as : BECERSED First Middle Lest 4 DATE Month g Yeer R 

£ 'ype or print} + EATH 
bes Jerome A. Winkel 2 at 19 6 
Ges : o is 
28 = 5. SEX 6. COLOR OR RACE|7, MARRIED [-] NEVER MARRIED B. DATE OF BIRTH 9. en IF UNDER T YEAR) IF UNDER 24 HRS. 
a&S— A Months] Deys | Hours | Min. 
ges male white winowen [] __vivorctof]| 2-29-1888 ye. | 
33S 


WDa. USUAL OCCUPATION (Gi 


kind of work 
done during most of working | 


ven if retired) 


Db. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


|__ Elevator operator ¢ Maryland _USA g 

og 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

a Eugene J. Winkel Mary E, Walsh 
2s ts WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address oe 
2 Gnlerowir” Jae age | ee) Hospital Records 
aE 18. CAUSE OF DEATH [Enier only one ceive porfine (oF ‘Ob. andi) = a 1 REAL BETWEEN 7 
is ami orAuweaate cause») Bielateral. Bronchopneunonia : [days 

8 “AZ P DUE TO 

= Conditions, if any, which tw __ Arteriosclerotic heart disease years 


geva rise to immediate couse 
{a), steting the underlying ( OVETO 
couse last, te) 


3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He} 19. Tega! 
E Ws Sere 

A =| Mental Deficiency, Idiopathic, Severe ves no 
= | 20s, ACCIDENT WAS UNDERLYING [] | 2pb. 3 ay item 18. i : 
: ‘OR CONTRIBUTING L] CAUSE OF DEATH Db. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert I! of item 18.) 
© J (IF EITHER, NOMMb¥eMEDICAL EXAMINER) ~~ 
2 — — 
& | 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ) 20e. PLACE OF INJURY (Home, ferm, > 2Df. (City or town) (County) {Stete) 
a Hour, e.m. While Not While factory, stree! bidg., ete.) | 
: steer ey 19 jet work [_] at WeR*[_] = e= 


| 
BaD... a 19.45 HO vcccssene dandy... ay 19.61, that $0 (we) last 
saw Ae deceased alivgn........ Derlieticden iol and that death occurred af3. P&M, from the causes and on the date staled above, 


22b. DATE 
SIGNED 


Oo DIRECTOR oO PYs. (= as" 
Pam AOC eee ield State Ho ital 
Myron Nigpnkowsky,) MsDe ; pecene shy 


23e. Rae aw DATE THEREOF 23 NAME OF CEMETERY OR TO) fa, LOCATION AG 
RE, 


ATTENDING. 
M.p. | PHYS. 


22. PHYSICIAN’ 
NAME (Ty; 


town or county) ($tete) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in at 


director, page 3 should be detached for use as the burial. 


: (Specify) r= o- Ve . , 
’ BuNteaL DIRECTOR'S SIGNATURE, id Ania 252. ay pa sy REGISTERS, IGAATU ey gy. 
aS, et ca YA bearllee Z Ld. DATE J 


fpers. Pages 1 and 2 


hysician and complefely fil 
rbon 9 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending p! 


To  } 


72 8urs}after death. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, withi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


OO4ES CERTIFICATE OF DEATH 0 046 5, 


\ PLACE OF DEATH J. USUAL RESIDENCE (Whore doceosod lived, If institution: Residence balore admission} 
a a §TATE b. COUNT: Z 
Carroll MARYLAND Maryland Baltimore City 
b. CITY OR TOWN [if outside corporate fimits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN [If eulside corporate limits, writa RURAL and giva naeres! town} 
writa RURAL and give nearest town) 2 
Sykesville 2yrs.9mos.9dyg. Baltimore f an 
d, NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give siraet address) d. STREET ADDRESS «- 1S RESIDENCE 
___ Springfield State Hospital 5223 Ashland Avenue yes (] No fk] 
3. NAME OF ha See Middle ~~ fast 4, DATE Month Day Yeor a 
DECEASED OF 
(Type or prin) HAROLD ELMER WOLF beams = January 30 19 6 
5. SEX |, COLOR OR RACE] 7, MARRIED [LD never Marnie [] | & DATE OF BIRTH 9. AGE (In years |1F UNDER} YEAR| IF UNDER 24 HRS. 
last birthday) |WAonths| Day Hi Min, 
Male White wiboweD [Xj pivorcep [_] 3-2-8) yrs. = "i a es | “a 


Toa. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 
done during most of working lifa, even if retired) 


Ti. BIRTHPLACE (County & Steta, or foreign country) 


Foreman = at Bendix Corp. Maryland Baltimore U.S.A. 

EAT SNARE: a ae 14, MOTHER'S MAIDEN NAME . — . 
Frederick Wolf Mary Taylor 
Tes AS DECEASED EVERIN ULS. ARMED FORCES? 1 16: SOCIAL SECURITY NO. 17. INFORMANT =e ‘Address 3 
‘es, no, or unkown! yes givewarordatasofsarvice! , 

__No 21216-4503 Records, Springfield State Hospital 

18. CAUSE OF DEATH [Enter only one cause par lina for (8), (b), and(c).) = - 1) “INTERVAL BETWEEN 

*anrvomTiumioiate cause o)_Arteriosclerotic heart disease —— 


DUE TO 
Conditions, if any, which (b) =, 
ava risa to immadiate cause = - . : 
DUE TO 


(2), stating the underlying 
couse last. (c) 


a PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ta)) 19. WAS AUTOPSY 
Chropie brain gyadrome associated with cerebral arteriosclerosis, with jy; [7 no bd 
$| psychotic reaction 5 , awe 
= | 208. ACCIDENT WAS UNDERLYING [) . DESCRIBE HOW IN. VC CURRED, (E1 injury in Pe Ml of itam 18. 

2 Om CONTRIBUTING [-] CAUSE OF DEATH ‘20b. DESCRII JOW INJURY OF {Enter nature of injury in Part | or Part Il of itam 18.) 

OU (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Yaer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, « 20f. (City or town) ~~ (County) “[Stete) 
s ene rei Whila __ Not While factory, straat, office bldg., ate.) | 

= 


19 at work [_] at work [7] 
21. I certify that (I) (this hospital) attended the deceased from.... 
saw the deceased alive on. 


14=30-6k......19.. 


22b. DATE 

guitin Ll Carrio. ,,, |SE™o boo OME Ss aez0eey 

ye Keestarinepibeinre/ Ws bs 22d. ADDRESS py State Hospital 
So. a Sykes’ a »—-Maryland 


232. BURIAL, CREMATION, 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} (State) 
EMOVAL (Spacify} 


p.m, 


221-O...... 


Ip... 19.8 that (1) (we) last 
, and that death occurred Bl 


the causes and on the date stated above. 


23b. DATE THEREOF 


urial 2/1/64 Mt, Olivet Cemetery Baltimore, Md, 
24 INERAL DIRECTOR‘S SIGNATURE , 1 ADDRE 25, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
hax S835" chimupek Funéxail Home ae 3 1864 fhorles Jeedg 


that the death certificate be executed within 24 hours after 


g physician, 


qui 


TO HOSPITAL J ATTENDING PHYSICIAN: The law re 


VR AIS (4) © 
20M S-63 


death. Page 4 may be retained by the hospital or attendin: 


TO FUNERAL DIRECTOR: After this certificate has been 


MARYLAND STATE DEPAKIMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Marne 


— 


5. WAS DECEASED EVER IN U.S. ARMED FORCES? 
Yes, no, or unkown) | (Ifyesgivawarordalesofsarvice) 


16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


3 00467 CERTIFICATE OF DEATH y 
ria] Py 
33 1. PLACE OF DEATH 7 2, USUAL RESIDENCE (Where decaasad livad, If institution: Residence bafore edmjision) 
2 a. COUNTY e. STATE b. COUNTY 
2 Carroll 5 eT RL Maryland Baltimore 
= B.CIFY OR TOWN lif eutside corporate limits, c. LENGTH OF STAY IN Ib “e. CITY OR TOWN [If outside corporete limits, write RURAL end giva naarest town) 
Ba write AL and giva nearest town) 
‘7B (Rural) Sykesville Sy lm la Bradshaw 

85 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, giva street eddrass) ‘d. STREET ADDRESS IS RESIDENCE 
say ON A FARM? 
Sas Closed 
a3 Springfield State Hospital _ Se ee ¢ , i 
2 5 a r3. 0 pias om First Middle. — lst Month Day 
z= ASE! 
aos T. rn . 
Boe eel John Victor Wozntoch 7 ene 
Hig 5 5. SEX |. COLOR OR RACE|7, married [IINEver MARRIED [-] | 8» DATE OF BIRTH oF erases ig NBER vit iF ca HERD 2a 

— Months a Hours ‘in, 
5S male white WIDOWED Divorced [_] 2-8-1882 yrs. | 
5 e-} = Wa. USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign country) 12, CITIZEN OF WHAT COUNTRY? 
‘o e o dona during most of working lifa, aven if retirad) hy 
2 
SEE Laborer thi Poland __| Naturalized —_ 
a g ce 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ans 

. + . oC, f 

£2y Victor Woznioch Katrina ---- Y: ‘ 
Sec 
a2 
- 


28 Ov |213-30-l069 _Hospital Records _ wt eS 
iar S | 18. CAUSE OF DEATH [Entar only one cause per lina for (e), (b), and (©).] = a = = = erat eee 
ONSET 13 
2g PART I. DEATH WAS CAUSED BY: 
o6 s 
3 = 2 ' IMMEDIATE CAUSE (a) Coronary Occlusion = £ = = “ Hours 
Bee ~ DUE TO mo’ 
zee BP in Aa w Generalized arteriosclerosis r nite Wea 
= Se ae — oe $$ ~year: 
s Geve risa to immadiete cause 54 
ie {e}, stating tha underlying ( OUETO 
causa last. {c) 
FA PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vad) 19. Bea Ba pet! 
=| Arteriosclerosis, with psychotic reaction yes [] No 
Vv = 
& 20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Part Il of item 18.) 
| OR CONTRIBUTING [-] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) —- 
3s 20¢. TIME OF INJURY Month, Day, Yaar 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, | 20f. (City or town) ‘. (County) > (Stata) 
s (ee a While Not Whila, feclory, street, office bldg., etc.) | 
*h 19 at work at work’ > cies 


22b. DATE 


ATTENDING SIGNED 


PHYS. i min al Eee 1-20-6), 


22d. ADDRESS 
23d. -s pe town or ita f {State} 


25a. REC'D BY REGISTRAR k ‘5b. Sar S$ SIGNATURE 


om JAN 2 3 1964 Fons hays 


Te. NAME OF - etteaaad!, OR CRemAEORY 


Mle Oxted ea, 


Af will, Wel. 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


wr | 
FOR STATE c MEDICAL EXAMINER'S CERTIFICATE OF DEATH 004 2 
iP nes O04 = 2. “USUAL RESIDENCE (Where deceesed lived, If inslitulion Residence belors OS 64 


“Eaegell weve |“ Mgeuland "=" Gnaeol 


b. CITY BE WN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN “4 utside corporeta limits, write RURAL and give neerest town) 


write RURAL and give neerest town) . 
| Sokesvilie | hfe x gH se 4 
He d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitet, giva street eddress) J & StRtET AopRESS ; «IS RESIDENCE 
ke wae" field Avenve Springfield Avenue vs) 60 BL 
og DECERSED a First Middle 4. DATE Month Dey Yaer 
orem Bernard Waltee Zimmerman ™ Thniuaey 16, 1964 _ 


rs. SEX 8 COLOR OR RACE|7, saaRnieD [XY NEVER MARRIED [-]| 8+ DATE OF BIRTH ‘]9. AGE (In yeors [IF UNDER T YEAR) iF UNI 
rl \ ¥ last birthdey) [Months] Deys | Hours | Min. 
e iT@ | woowmf] oworceot]| /Q~- Aor 196 yn. 


1a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“Filling “StAtion, prop. Filing Station. Mary land - OnS A, 


le pages 1 and 2 with the State Department_of 


any event within 72 hours after death, 


13, FATHER'S NAME j 14, MOTHER'S MAIDEN NAME 
Fred Zimmerman Nellie Cutsail 
ee WAS Di aes Fae IN iets vee ‘16. SOCIAL SECURITY NO. | 17, INFORMANT Address . P 
—! fos, no, of unkown, yesgive werordatesofservice) ‘ 4 
= 
: €e “i) | WW serie Mes. Caroline Zimmeempw Nes lle. Md. 
A m . CAUSE OF DEATH [Enier only one ceuse par lina for fe), Ab). end (c). INTERVAL Bi 
23 PART I. DEATH WAS CAUSED BY: ae at el Me. 4 a a BPN 
62 IMMEDIATE CAUSE (e] ZL : EAL: 
£& 
ce ra) t DUE TO 
£ \ 
Bre Conditions, if eny, which {b) 
< A ibe 
3 geve rise to immediate ceuse 


BUE TO 


jing” in pencil in Item 18. Give Pages 1, 2, and 3 to the fi 


aminer’s Office along with form PM3. Page 5 may be ret: 


(a), stating the underlying 
causa last. Ges 


icate should be executed within 24 hours after death, If an 


iv. WAS AUTOPSY 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection byes Inquiry [_} and in my opinion 
€dident ‘Gi Suicide {4 Homicide (et Undetermined manner oO 


0 
BE 
Segs 
aaah be Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ite) 
Syteg (2 PERFORMED? 
28 e258 Ol8 YES NO 
aay aed u = ?. sal 
ae 2a $= | 208. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED. [Enter natura of injury in Part | or Part Il of item 1B.) 
ass22 & | PRIMARY [1] or CONTRIBUTING 
Woo eS G | CAUSE OF DEATH. 
SE2°-= oe oe 
Seeon & | 20c. TIME OF INJURY — Month, Day, Year | 2Dd. INJURY OCCURRED 20a. PLACE OF INJURY (Home, farm, 2Df. (City or town) (County) {Stete) 
a 5 o ee BS dara acti While __ Not While fectory, street, office bldg., etc.) | 
ro sia S = ite 19 at work [] et work [] n 
Wao oka 
ake 
REy5 8 
UGs 
moe 


death resulted from: Natural causes x 


ignal 


CHIEF MEDICAL EXAMINER ay 
ISTANT MEDICAL EXAMINER Az 


~ARECTO: 


ACTUAL 


i 
= 
its desi 


ey ber E Gene 
re. , SIGNATURI Ee. : ae 
ge3a— DEPUTY MEDICAL EXAMINER 
Betas EXAMINER'S : . 
Pa NAME (Type) pe ek Mp. Address (Street, city, town, or/county) 
a Bak 3 Pe. BURIAL, CREMATI stereo] 22b, DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY | 22d, LOCATION (civ, town, = My ah 
3 Se (Specify) 
ial ae E m. i Kesvi land 
2 vein | 17 1$-GY Lake View Memorial ek Sy vi [le 
* FUNERAL ogee ADDRESS 24e, REC'D BY REGISTRAR] 24b. RECISTRAR’S Mine 
RAISME 4 yy 
one Ayfescell, Wah ows SAN 211964 Corley Ynage. _ 


\ 


